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ABSTRACT
Rationale
The role of mindfulness in the work place is an area of increasing interest. 
Mindfulness has its roots in religious practice and is particularly associated with
Buddhism. In the past 30 years, it has been developed independently, away from 
religion, into interventions designed to reduce stress and improve well-being. 
Clinical psychologists are in an ideal position to research the impact of mindfulness 
for employees and employers. The aim of this study was to investigate the 
relationship between mindfulness and work engagement and to examine whether 
self-acceptance and stress mediate the relationship between these two constructs.
Design
The study utilised a cross sectional design. Participants were employees who 
worked a minimum of 30 hours and lived in the UK. Three hundred and thirty nine 
participants completed measures of mindfulness, self-acceptance, stress and work 
engagement as well as demographic characteristics through an online survey.
Results
Significant positive correlations were found between all three different 
aspects of work engagement (absorption, vigour and dedication) and all five aspects 
of mindfulness (acting with awareness, observing, describing, non-judgement of 
inner experience and non-reactivity). The effect size for overall mindfulness with 
vigour and dedication was medium to large, whilst the overall effect size for 
mindfulness with absorption was small to medium. The observe subscale of the 
mindfulness measure showed the lowest effect sizes with all of the engagement
subscales, whilst acting with awareness showed the largest effect size. Overall 
mindfulness scores significantly predicted overall work engagement scores. Stress 
was found to mediate this relationship, whilst self-acceptance did not.
Conclusions and Implications
Higher levels of mindfulness were associated with higher levels of work 
engagement through lower levels of stress. Although clinical psychologists
traditionally work in healthcare settings, this study highlights the importance of 
studying psychological phenomena in non-clinical populations.
Key Words
Mindfulness, Self-Acceptance, Stress, Work Engagement
1. INTRODUCTION
A large proportion of the population spend a lot of time at work. 
Psychological well-being williin the workplace is increasingly recognised as an
important factor in improving mental health and promoting psychological resilience 
in the population as a whole. The government recognised in 2005 that health, work 
and well-being are closely related and subsequently developed a cross-government 
initiative called Health Work and Well-Being (Department of Work and Pensions, 
2012). Mindfulness interventions have been gradually introduced into the workplace 
by several companies including ebay, Reebok and AOL to help improve employee 
well-being (Adams, 2012). This suggests that mindfulness is becoming more 
prevalent in the business world and there is increasing interest in knowing the 
potential impact that this may have for employers as well as employees. Clinical 
psychologists with their wide remit to enhance the psychological well-being of the 
population as a whole are well placed to contribute to such evaluations. It has been 
suggested by the British Psychological Society that it is the role of mental health 
services as well as employers to aid well-being at work, particularly since the levels 
of stress at work have increased (Kinderman & Tai, 2(X)9). This study examines 
whether mindfulness is positively related to work engagement and self-acceptance, 
and negatively related to stress. It also considers whether self-acceptance and stress 
mediate any relationship between mindfulness and work engagement.
1.1 Mindfulness: Construct and Measurement
Mindfulness has become a widely used and accepted phrase within 
psychology and social sciences since the 1990’s (Dryden and Still, 2006).
Mindfulness has been an important aspect of Buddhism for over 2000 years and is 
translated from the Pali word Sati (Siegel, Germer, & Olendzki, 2009). When 
translated, Sati means awareness, attention and retention (Shapiro & Carlson, 2009). 
Mindfulness has evolved from being traditionally used in Buddhism and various 
other religions, to being adapted for use as an intervention in clinical and non-clinical 
populations to help reduce stress. The Mindfulness Based Stress Reduction Program 
is the most well known intervention and was developed by Jon Kabat-Zinn in 1979 
(Centre for Mindfulness, n.d.).
Mindfulness can be difficult to deflne, however it is believed to encompass 
several different elements. Kabat-Zinn (2003) defined mindfulness as being the 
practice of focusing ones attention on the present moment without judging it. Glomb, 
Duffy, Bono and Yang (2011) define it as ''a state of consciousness characterized by 
receptive attention to and awareness of present events and experiences, without 
evaluation, judgment, and cognitive filters" (p. 119). However, these have been 
criticised by Bishop et al. (2(XM) who recognised that the current definitions of 
mindfulness could not be operationalised and therefore could not be examined in an 
objective manner. They felt that this could be overcome by having a clearer idea of 
the different components of mindfulness. Bishop et al. (2004) proposed that 
mindfulness could be defined using a two-component model. The first component 
consists of the regulation of attention in order to maintain focus on current 
experience. The second component consists of the way in which a person focuses 
their attention in the present moment, one that consists of "curiosity, openness and 
acceptance" (Bishop et al., 2004, p. 232).
Several mindfulness measures have been developed which conceptualise 
mindfulness in different ways. For example, Baer, Smith, Hopkins, Krietemeyer &
Toney (2006) investigated flve different measures of mindfulness, and compared and 
contrasted the psychometric properties of them. They combined all of the items from 
each measure and carried out factor analysis. This suggested that there were five 
clear subscales that capture five different aspects of mindfulness; observing, 
describing, acting with awareness, non-judgement of inner experience and non­
reactivity. The Five Facet Mindfulness Questionnaire (FFMQ) was developed from 
this analysis and it was found that the five factors had different relationships to 
various measures of well-being. For example, the describing subscale was more 
highly related to emotional intelligence than other facets of mindfulness, whilst 
dissociation was more highly related to observe (Baer et al., 2006).
In addition to defining different elements of mindfulness, research has also 
conceptualised mindfulness as both a state and a trait. Although traits are defined as 
being relatively stable, research has found that they are able to change which is the 
premise of mindfulness interventions (Davidson, 2010). This was illustrated by 
Vpllestad, Sivertsen, & Nielson (2011) who found that a mindfulness intervention 
significantly improved participant’s trait mindfulness.
1.2 The Role of Mindfulness Interventions in the Workplace
Mindfulness interventions to alleviate stress in the workplace have become an 
area of increasing interest. This is primarily due to the prevalence of stress in this 
setting. In the UK over 400 000 people reported illness due to work-related stress in 
2011/12 (Health and Safety Executive, 2013), and the Mindfulness Based Stress
Reduction (MBSR) program’s primary aim is to reduce stress. Reduced stress may 
therefore increase performance and attendance at work. Stress is explored in further 
detail in section 1.5.
Mindfulness interventions within the work place have been found to have a 
positive impact in a number of areas. Shapiro, Astin, Bishop and Cordova (2005) 
found an improvement in self-compassion after a mindfulness intervention, whilst 
Dunn (2009) reported improvements in self-efficacy. Various studies have reported 
significant reductions in negative affect post intervention (Davidson et al., 2003; 
Guilk, 2010; Martin-Asuero & Garcfa-Banda, 2010) whilst Walach et al. (2007) 
reported significant improvements in satisfaction with participants’ life and health. 
Sleep was found to be positively impacted by a mindfulness intervention (Klatt, 
Buckworth & Malarkey, 2009). Empathy was reported to increase following a 
mindfulness intervention amongst primary care physicians, which is a key skill for 
physicians working with patients (Krasner et al., 2009).
Burnout has been conceptualised as high levels of emotional exhaustion, 
depersonalisation and low levels of personal accomplishment (Maslach, Jackson & 
Leiter, 1998). Five studies have investigated burnout after a mindfulness 
intervention. Four of these studies found a decrease in emotional exhaustion after 
mindfulness interventions with nurses, healthcare professionals, and primary care 
physicians (Cohen-Katz et al., 2005; Galantino, Baime, Maguire, Szapary & Farrar, 
2005; Krasner et al., 2009; and Mackenzie, Poulin & Seidman-Carlson, 2006). 
However Davis (2010) conducted a quantitative study with seven members of the 
clergy and found no significant improvements. The study was underpowered which 
could explain the lack of significant results. Only Krasner et al. (2009) found a 
significant increase in personal accomplishment and reduction in depersonalisation.
1.3 The Rationale for Examining the Relationship Between Mindfulness and 
Work Engagement
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As the previous section demonstrates, mindfulness interventions have 
positive effects for employees. However, it also points to the benefits of mindfulness 
interventions to employers as it could improve the health and productivity of their 
employees. Field and Buitendach (2011) found that happiness and work engagement 
were positively correlated in a cross-sectional design and that organisational 
commitment and work engagement were also positively correlated. This suggests 
that employer and employee benefits are associated, indicating the need for 
employers to consider these types of intervention. Harvard Pilgrim, a health benefits 
company in the US, began running mindfulness programs for their employees in 
2006. All participants were asked to evaluate the impact of the course. The results 
showed that out of 173 people, 92% of employees believed that the intervention 
made them more effective employees (personal communication with Susan Peacock, 
31 August, 2011). Focused attention and higher productivity were amongst the 
benefits reported by their employees.
This next section will explore the concept of work engagement and how this 
may be related to mindfulness. As interest in positive psychology has increased, 
interest in the concept of work engagement has also grown as both are related to the 
strengths of a person, rather than the weaknesses (Schaufeli, Salanova, Gonzalez- 
Roma & Bakker, 2002). Work engagement has been conceptualised in two different 
ways. Maslach and Leiter (1997) proposed that work engagement is on a continuum 
with burnout at the opposite end of the spectrum. However, in later research, 
engagement and burnout have also been proposed to be separate but related 
constructs, with different predictors (Schaufeli & Bakker, 2(XM). This study will 
consider work engagement as a separate construct, consistent with the findings of 
Schaufeli and Bakker (2004).
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Schaufeli and Bakker (2004) suggest that the concept of work engagement 
consists of three separate constructs - vigour, dedication and absorption. Vigour is 
defined as high energy levels and resilience, dedication as enthusiasm and pride, and 
absorption as being engrossed in work (Schaufeli & Bakker, 2004). Bakker (2011) 
described an engaged employee as one who has high levels of energy and dedication 
towards their work. Work engagement is conceptualised to be a positive state for a 
person to be in -  it is not the same as workaholism (Bakker, Schaufeli, Leiter, & 
Taris, 2008). Engagement is when a person enjoys spending time in their job; it is not 
an obsession or compulsion (Bakker et al., 2008). It has been hypothesised that work 
engagement and stress are related to job demands and job resources (Bakker & 
Demerouti, 2007). Demerouti, Bakker, Nachreiner and Schaufeli (2CK)1) found that a 
lack of resources can lead to disengagement from work. It is possible that 
mindfulness could be conceptualised as a personal resource, which might increase 
work engagement.
Mindfulness focuses on the ability to maintain attention in the current 
situation, which may improve the individual’s ability to focus on the task in hand. 
Carson and Langer (2006) suggested that acting in a mindless way could lead to 
automatic processing, and rigid thinking. The skill of maintaining attention on 
current experience requires a person to be able to switch attention to different 
objects, and can lead to improved cognitive inhibition (Bishop et al., 2004). 
Cognitive inhibition may enable a person to be more effective at a task as attention 
has a limited capacity (Schneider & Shiffrin, 1977) and therefore Bishop et al. (2004) 
suggested that a person may have more resources to process current relevant 
information. It can be seen that mindfulness may have an impact on a person’s ability 
to engage within the workplace.
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Leroy, Anseel, Dimitrova and Sels (2013) hypothesised that mindfulness 
increased work engagement by increasing a person’s attention and by increasing 
awareness due to increased levels of authentic functioning. Authentic functioning is 
the way in which a person interacts with themselves and other people -  higher levels 
of authentic functioning indicates higher levels of openness and lower levels of 
defensiveness (Leroy et al., 2013). They found that mindfulness and work 
engagement were positively related and that authentic functioning partially mediated 
this relationship in a cross-sectional study, and fully mediated this relationship over a 
longitudinal study involving mindfulness training. Although Leroy et al. (2013) used 
the Utrecht Work Engagement Scale (UWES; Schaufeli & Baker, 2003; Schaufeli, 
Martinez, Pinto, Salanova & Bakker, 2002), which assesses the three different facets 
of work engagement (vigour dedication and absorption), they only reported the 
overall measure of work engagement.
It is important to understand how mindfulness might be related to the 
different facets of work engagement as this could lead to targeted interventions. This 
research will consider the relationships between the different facets of mindfulness as 
identified in the five factor model (Baer et al., 2006) - observing, describing, acting 
with awareness, non-judgement of inner experience and non-reactivity, with the 
different facets of engagement as defined by Schaufeli and Bakker (2004) (vigour, 
dedication and absorption). This study hypothesises that higher levels of mindfulness 
will be associated with greater engagement, but that the relationship to each aspect of 
engagement may vary.
There is some research that indicates how the three aspects of work 
engagement might be related to mindfulness. This will now be explored in more 
detail. Dane (2011) hypothesised that absorption is similar to mindfulness, although
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absorption has a narrower focus of attention. He suggested that the two constructs are 
very similar because they both concern the focus of one’s attention in the present 
moment. These similarities may mean that higher levels of mindfulness may be 
related to higher levels of absorption, but this has yet to be explored.
Schaufeli, Salanova, Gonzalez-Roma & Bakker (2002) defined the vigour 
facet of work engagement as the level of resilience and persistence one shows in 
their work. A positive relationship between mindfulness and persistence with 
difficult tasks has been found (Evans, Baer & Segerstrom, 2009). Resilience to stress 
has also been found to be related to mindfulness (Meiklejohn et al., 2012). Therefore, 
it could be hypothesised that vigour may be related to higher levels of mindfulness 
because of the relationships already found between resilience and persistence 
(integral parts of vigour) and mindfulness.
Bond, Lloyd & Guenole (2013) described how those higher in psychological 
flexibility are more mindful, and therefore do not need to focus energy on halting or 
avoiding thoughts and feelings that are uncomfortable or difficult when they do not 
need to. As a result, they hypothesised that those who are more mindful have more 
cognitive resources to spend on achieving goals and performing well at work. They 
found that those who scored higher on psychological flexibility also scored more 
highly on dedication. Mindfulness is a different but highly related construct to 
psychological flexibility, so it is plausible that mindfulness would be positively 
correlated with dedication.
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1.4 The Potential Mediating Role of Self-Acceptance in the Relationship 
Between Mindfulness and Work Engagement
This section will consider the theory and empirical evidence on whether
mindfulness is potentially associated with increased engagement through increased 
self-acceptance. Self-esteem is a more familiar concept than self-acceptance, 
although the two constructs are highly related. Bakker and Demerouti (2008) 
described how personal resources such as self-efficacy, resilience and self-esteem are 
able to predict work engagement. Xanthopoulou, Bakker, Demerouti & Schaufeli 
(2009a) found that the personal resources of self-efficacy, organisational-based self- 
esteem and optimism were related to the overall construct of work engagement 
(vigour, absorption and dedication combined).
This construct of self-esteem has been much criticised in the literature. For 
example, Ellis (1996) recognised it as a value judgement in which a person judges 
themselves as good or bad. This ignores the idea that life is a process that humans 
engage in, and asks a person to evaluate their global self worth. Self-esteem has also 
raised concern as it consists of a desire to gain approval from others (Ryan and 
Brown, 2003). This can subsequently lead to increased social pressure and reduced 
psychological health (Ryan and Brown, 2003). Ellis (1996) proposed self-acceptance 
as a psychologically healthier alternative to self-esteem. He defined self-acceptance 
as the acceptance of one’s strengths and weaknesses, and others people’s perception 
of oneself. Higher levels of self-acceptance have been found to be related to lower 
levels of burnout, and self-acceptance was found to mediate the relationship between 
perfectionism and burnout in a cross-sectional study (Hill, Hall, Appleton & Kozub, 
2008). Higher levels of self-acceptance may also be associated with higher levels of 
work engagement. This is because a person may be more able to accept their
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weaknesses, which means that they do not need to allocate cognitive resources to
think about this resulting in more resources for work engagement. No studies that 
explore this were identified. Glomb, Duffy, Bono and Yang (2011) described how 
mindfulness can lead to a person being more able to create a separation between
themselves and their emotions, thoughts, and experiences -  this means that their 
current experiences are less likely to impact on their feelings of self-worth. This 
could be related to self-acceptance although further research is needed to fully 
understand this.
The relationship between mindfulness and self-acceptance will now be 
considered. Loving-kindness meditation for a seven-week period has been found to 
increase both mindfulness and self-acceptance (Fredrickson, Cohn, Coffey, Pek & 
Finkel, 2008). Loving-kindness meditation involves directing attention and emotions 
towards positive feelings involving warmth and tenderness as opposed to traditional 
forms of mindfulness which involve non-judgement (Fredrickson et al., 2008). 
Thompson and Waltz (2008) studied the relationship between unconditional self- 
acceptance, mindfulness and self-esteem. It was hypothesised that unconditional self- 
acceptance and mindfulness would be more highly correlated than mindfulness and 
self-esteem. However, this hypothesis was not supported; all three constructs were 
positively correlated and the relationship between unconditional self-acceptance and 
mindfulness was not stronger than the relationship between mindfulness and self- 
esteem. Brown and Ryan (2003) also found a positive correlation between 
mindfulness and self-esteem. However, the Mindful Attention Awareness Scale 
(Brown and Ryan, 2003) was used for this study and this does not include a specific 
awareness factor (Thompson & Waltz, 2008). The Five-Factor Mindfulness 
Questionnaire (FFMQ) (Baer, Smith, Hopkins, Kreitemeyer & Toney, 2006) has a
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non-judgement of experience subscale which may be more related to unconditional
self-acceptance (USA; Thompson & Waltz, 2008).
Carson and Langer (2006) suggested that if a person is higher in self­
acceptance, they might be more able to focus on tlie task in hand as they do not have
to behave in a way that may increase the acceptance of others. This study will 
consider how mindfulness, self-acceptance and work engagement are related. It is 
hypothesised that self-acceptance will mediate the relationship between mindfulness
and work engagement. The FFMQ was utilised for this study so that the different 
facets of mindfulness can be examined in relation to unconditional self-acceptance.
1.5 The Potential Mediating Role of Stress in the Relationship Between 
Mindfulness and Work Engagement
It is likely that stress plays a role in the relationship between mindfulness and 
work engagement. As mentioned previously, the primary aim of introducing 
mindfulness interventions into the workplace has been to alleviate stress. 
Mindfulness can lead to an increased level of awareness surrounding one’s own 
psychological state. This awareness can therefore lead to a person having the insight 
to take steps to minimise uncomfortable psychological states such as stress. For 
example, one may be able minimise the impact of or disengage from unhelpful 
thought and behaviour patterns (Brown & Ryan, 2003).
There has already been research into the positive impact of a mindfulness 
intervention on stress. Stress has been found to decrease after a mindfulness 
intervention in the workplace in various populations including healthcare 
professionals and university employees (Geary & Rosenthal, 2011; Klatt, Buckworth 
& Malarkey, 2009; McGarrigle & Walsh, 2011; Shapiro, Astin, Bishop & Cordova,
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2005). However, this finding has not been consistent. For example, no reduction in 
stress was found in a sample of pre-deployed military personnel (Stanley, Schaldach,
Kiyonagga & Jha, 2011). This may be due to the situation the sample population in 
this study were in, rather tlian mindfulness not being an effective intervention -  they 
were military personnel waiting to be deployed into active duty (Stanley, Schaldach, 
Kiyonagga & Jha, 2011).
The relationship between stress, mindfulness and work engagement is 
unclear. Two pieces of research conducted in South Africa have found a significant 
relationship between sources of job stress and work engagement (Coetzee & Villiers, 
2010; Malan, 2005). The job stress was due to the demands of the job and the 
participants lacking job resources, although this was in South Africa so there may be 
cultural differences compared to a British population. However, Padula et al. (2012) 
also found a significant relationship between occupational stress and work 
engagement. The current study extends this research by investigating whether stress 
mediates the relationship between mindfulness and work engagement.
This study used the UWES to assess work engagement as it concerns work 
engagement rather than burnout. This is more akin to the philosophy of positive 
psychology in the same way as mindfulness is -  neither focus on deficits. The UWES 
is the most validated measure of work engagement.
1.6 Research Aims
Although there has been some previous work on the relationship between 
overall mindfulness and work engagement, the relationship between the different 
components of mindfulness and the different components of work engagement has 
not been empirically studied before. It is hypothesised that self-acceptance may
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mediate this relationship, as mindfulness may increase self-acceptance and a person 
high in self-acceptance is likely to be less critical about themselves and therefore 
have more capacity to process current information and be engaged. Further 
mindfulness has been found to alleviate stress and stress has been found to negatively 
impact work engagement. Therefore stress may also mediate the relationship 
between mindfulness and work engagement. The possible mediating roles of stress 
and self-acceptance has not been previously researched. The aim of this study is to 
empirically examine these relationships using a cross sectional survey of UK 
employees.
Mindfulness has been designed to help people think about what is right 
(Kabat-Zinn, 1990), it is not designed to find what is wrong. Mindfulness aims to 
promote resilience and enhance well-being. As a result, the measures used for this 
study were selected whilst holding in mind the ethos of mindfulness -  to promote 
well-being. As has previously been discussed, higher levels of self-acceptance and 
work engagement are linked to higher levels of well-being, as are lower levels of 
stress.
1.7 Hypotheses
Hypothesis 1. Mindfulness will be positively related to the three different aspects of 
work engagement (vigour, absorption and dedication).
Hypothesis 2. Mindfulness will be related to higher levels of self-acceptance and 
self-acceptance will be related to greater work engagement. Self-acceptance will
partially mediate the positive relationship between mindfulness and work 
engagement.
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Hypothesis 3. Mindfulness will be negatively related to stress and stress will be 
related to lower levels of engagement. Lower levels of stress will partially mediate 
the positive relationship between mindfulness and work engagement.
Figure 1 represents a diagram of the proposed hypotheses.
Self-Acceptance
Mindfulness
Stress
Work
Engagement
Figure 1. The proposed relationship between mindfulness, self-acceptance, stress and 
work engagement.
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2. METHOD
2.1 Design
Tills study utilised a cross-sectional survey design. A quantitative method
was chosen as this enables a large sample size to be collected using standardised 
methods to test the hypotheses.
2.2 Participants
Participants were eligible if they worked full time (defined as 30 or more 
hours as defined by the Office of National Statistics, 2013) and lived in the UK. Both 
males and females were eligible to take part and were required to be over the age of 
17. The ability to understand and use an online survey was essential.
2.2.1 Sample Size
In order to detect a correlation with a medium effect size of r=.03, 112
participants were needed to obtain a power of 90% using a 2-sided test at the 5% 
level (G*Power, v3.1.3). Fhtz and MacKinnon (2007) estimated that a sample size of
78-162 was sufficient in order to detect a small-medium to medium mediation effect 
with 80% power using bootstrapping. Therefore, a target of 162 participants with 
completed data sets was required to ensure sufficient power.
2.3 Procedure
The technical department at the University of Surrey constructed an online 
questionnaire to enable data collection for the measures which are outlined in more
detail in section 2.4 (see Appendix A). The questionnaires were only accessible
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online and therefore participants were only able to access the survey via a computer. 
Appendix B shows example screenshots of the questionnaires. The order of the 
questionnaires was randomised to minimise the impact of order effects. 
Questionnaires were scored in accordance with the authors instructions. Participants 
were recruited via social networking sites including Facebook and Twitter. An 
opportunistic snowball sampling technique was used; friends, family and colleagues 
forwarded the advert to other colleagues, friends and family via email (Appendix C). 
They also ‘shared’ the Facebook status advertising the link to the survey. This was to 
help gain a larger range of employees, and broaden the study sample. Potential 
participants were informed that there was the opportunity to win a £50 Amazon 
voucher. In order to have the opportunity to win the voucher, they were required to 
provide their email address. The email addresses were kept separate from the data to 
ensure anonymity and both the data and the email addresses were password 
protected. The research supervisor was asked to generate a number and this number 
participant was awarded the voucher. The participants were required to read an 
information sheet (Appendix D) and consent form (Appendix E) before confirming 
that they were happy to take part in the study. They were then shown instructions 
(Appendix F) and informed that they are able to withdraw if they changed their mind 
during completion. At the end of the survey, participants were thanked for their time 
and shown a debrief (Appendix G). They were given contact details in case they 
wanted to contact the researcher for a summary of the research upon completion.
2.4 Measures
2.4.1 Demographic Characteristics
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Demographic information including age and gender was collected at the 
beginning of the survey, as was data on current engagement in mindfulness practice 
and work characteristics. Occupational group was assessed using the same categories 
as the Office for National Statistics (2001).
2.4.2 Trait Mindfulness
Trait mindfulness was measured using the Five Facet Mindfulness
Questionnaire (FFMQ) (Baer, Smith, Hopkins, Krietemeyer & Toney, 2006) This 
requires a person to rate 39 items on a 5-point scale ranging from 'Never or Very 
Rarely True’, through to ‘Very Often or Always True’. An example item is “When I 
am walking, I deliberately notice the sensations of my body moving”. Analysis 
showed five subscales; observing, describing, acting with awareness, non-judgement 
of inner experience, and non-reactivity (Baer et al., 2006). This questionnaire has 
been validated on people who do not practice mindfulness and has been shown to 
have adequate to good internal consistency (nonreactivity alpha = .75, observing 
alpha= .83, acting with awareness alpha = .87, describing alpha = .91, and 
nonjudging alpha = .87; Baer et al., 2006). The FFMQ is perceived to be a more 
comprehensive questionnaire than other measures of mindfulness as it captures more 
than one aspect of mindfulness (Thompson & Waltz, 2008).
2.4.3 Work Engagement
Work engagement was measured using the Utrecht Work Engagement Scale 
(UWES) (Schaufeli & Baker, 2003; Schaufeli, Martinez, Pinto, Salanova & Bakker, 
2002) as it measured three aspects of work engagement; absorption (6 items), 
dedication (5 items), and vigour (6 items). The UWES consists of 17 questions and 
participants are asked to rate how often they have experienced various feelings at 
work on a 7-point scale ranging from ‘Never’ through to ‘Always/Every Day’. An
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example item is “At my work, I feel bursting with energy”. The UWES has been 
translated into several different languages and validated in different countries such as 
The Netherlands (Schaufeli & Bakker, 2003; Schaufeli et al., 2002), China (Yi-Wen 
& Yi-Qun, 2005) and Spain (Schaufeli et al., 2002). These studies also supported the 
three-factor structure, and the UWES has been found to have a Cronbach’s alpha 
between .80 and .90 (Schaufeli, Bakker & Salanova, 2006). The English language 
version was used for this study.
2.4.4 Unconditional Self-Acceptance
Self-acceptance was measured using the Unconditional Self-Acceptance 
Questionnaire (USAQ) (Chamberlin & Haaga, 2001) and has been found to correlate 
with self-esteem although one of the main differences is that self-acceptance was not 
correlated with narcissism, whilst self-esteem was (Chamberlin & Haaga, 2001). An 
example item is “Being praised makes me feel more valuable as a person”. 
Chamberlin and Haaga (2001) and Thompson and Waltz (2008) both reported 
moderate internal consistency with the USAQ (Alphas = .72 and .79 respectively). 
The USAQ consists of 20 items which participants are asked to rate on a 7-point 
scale ranging from ‘Almost Always Untrue’ through to ‘Almost Always True’.
2.4.5 Stress
Stress was measured using the Perceived Stress Scale 10 (PSSIO) (Cohen &
Williamson, 1988). It was adapted from the original Perceived Stress Scale 
developed by Cohen, Kamarck & Mermelsein, 1983). The PSSIO includes 10 
questions assessing stress and asks participants to rate their answers on a 5-point 
scale ranging from ‘Never’ to ‘Very Often’. An example item is “In the last month, 
how often have you been upset because of something that happened unexpectedly”. 
Cohen and Williamson (1988) reported a Cronbach’s alpha of .78 and it was as
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reliable as the 14-item version. Roberti, Narrington, & Storch (2006) reported a
Cronbach’s alpha of .89 for the overall scale, and found the PSSIO to be reliable and 
valid. Cohen and Williamson (1988) reported two factors from the PSSIO, Perceived 
Helplessness and Perceived Self Efficacy. Roberti et al. (2006) reported Cronbach’s 
alpha of .85 and .82 respectively.
2.5 Ethics
Documentation for this study was submitted to the Faculty of Arts and 
Human Sciences Ethics Committee at the University of Surrey (Appendix H) and 
received favourable ethical opinion.
The main ethical issue concerned the collection and storing of the data. All of 
the data was collected anonymously. The only identifying piece of information 
collected was participants’ email addresses, which they were required to submit if 
they wanted to participate in the prize draw for the £50 Amazon voucher. The email 
addresses were kept separate from the original data to ensure anonymity. They were 
deleted after the draw had taken place, and the winner informed.
Participants were required to tick a box to confirm that they understood the 
information sheet and gave consent to take part in the study. The nature of the 
questionnaires meant that the likelihood of the participants becoming distressed was 
low, although contact details for MIND were provided in the debrief at the end of the 
survey as a precaution. They were also provided with contact details of the 
researcher and the research supervisor. Participants were informed that they were 
able to withdraw at any point up until they had answered and submitted the last 
question. None of the participants contacted the researcher to report any form of
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distress. The data was stored according to the guidance of the Data Protection Act 
1998 and was stored on a password-protected computer.
2.6 Statistical Analysis
Data was collected via an online survey site. It was then downloaded and 
analysed using SPSS version 19 (SPSS, 2010). As the questionnaires were forced 
entry, there were no missing data points in the completed questionnaires. The data 
was screened for nonsensical completion. Following this, the demographic 
characteristics of the sample and descriptive statistics for each study measure were 
calculated. The data was checked for outliers and normal distribution using 
histograms and scatter plots. The Durban-Watson test was checked to ensure the 
residuals for any regression models were independent. Graphs plotting standardised 
residuals against predicted values were checked to ensure that assumptions of 
linearity and homoscedasticity were met. Normality of residuals was assessed using 
histograms and normality plots.
Correlation analysis was carried out to examine the possible relationships 
between the five different facets of mindfulness (observing, describing, acting with 
awareness, non-judgement of inner experience and non-reactivity; Baer et al., 2006) 
and the three facets of work engagement (vigour, absorption and dedication; 
Schaufeli & Baker, 2003). Correlation coefficients were also calculated for all of the 
relationships between overall mindfulness, self-acceptance, stress and work 
engagement scores.
Mediation analysis was carried out to test whether self-acceptance and/or 
stress mediated the relationship between mindfulness and work engagement. The 
overall scores for each measure were used for this. A series of regression analyses
26
developed by Baron and Kenny (1986) provides four steps to examine mediation. 
The first step is examining whether the independent variable significantly predicts
the dependent variable (path c). If a regression analysis between the independent 
variable and the mediator (path a) and the mediator to the dependent variable (path 
b) are also significant, combined with an insignificant indirect effect of the 
independent variable on the dependent variable (c’ path), then Baron and Kenny 
(1986) concluded that mediation had occurred. If the indirect effect has reduced but 
is still significant, then partial mediation is said to have occurred (Baron & Kenny, 
1986). This method has been criticised as it only infers mediation -  the indirect effect 
(path c ’) could have become insignificant due to a small change, which could be 
affected by sample size (Krause, Serlin, Ward, Rony, Ezenwa & Naab, 2010). There 
is no direct test comparing whether c and c' are statistically different from one 
another (MacKinnon, Fritz, Williams & Lockwood, 2007) and it is not clear how 
large the difference between c and c' needs to be.
The Sobel test (Sobel, 1982) was developed to resolve this difficulty and 
provides a test to decide whether the indirect effect is zero. However, this test 
assumes a normal distribution of the indirect effect, an assumption which is rarely 
met. The current study therefore used Preacher & Hayes (2004, 2008) Bootstrapping 
Method to estimate the indirect effect as well as Baron and Kenny (1986) regression 
analyses steps. The PROCESS macro developed by Hayes (2013) was used for this. 
Bootstrapping does not require normally distributed indirect effects and has more 
statistical power (Fritz & MacKinnon, 2007). This study used a bootstrapping 
approach with 5000 estimates of the indirect effect of the mediators (paths a and b). 
When the confidence interval for the indirect effect does not include 0, mediation is 
concluded to have occurred. Mediation effect sizes were calculated using Preacher
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and Kelley’s (2011) method as this method is able to describe how large the
indirect effect is compared to how large it could be.
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3. RESULTS
3.1 Sample Characteristics
Forty six percent of people who opened the link to the questionnaire fully
completed all questions, giving a total of 339 participants. Figure 2 shows at what 
stage people were excluded or opted out of completion. Subsequent calculations only 
include the data from the 339 completed data sets.
26 (3.53%) were 
excluded due to 
not living in the 
UK
339 (46.12%) 
completed the 
questionnaire
128 (17.41%) 
abandoned the 
questionnaire
before completion
549 (75.69%) gave 
consent to take 
part
735 people opened 
the questionnaire
56 (7.62%) were 
excluded due to 
not working full
time
Fzgwrf 2. The number of people who dropped out or were excluded at each stage of 
completion.
Participants worked a mean number of 40 hours, with the minimum number 
being 30 (as this was the lower level for the eligibility criteria) and the maximum 76 
hours. Seventy four percent (252 people) were female and 26% (87 people) were 
male. There were 111 people (32.7%) between the ages of 17-29 years old, 110 
(32.5%) between 30-39 years, 75 (22.1%) between 40-49 years, 40 (11.8%) between 
50-59 years, and 3 (.9%) people between the ages of 60-69. Table 1 shows the range 
and frequencies of participants’ occupations.
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3.2 Description of Study Variables
Table 2 shows the range, mean and standard deviation for all of the study 
measures and their subscales. The describing subscale of the mindfulness 
questionnaire had the highest mean of all of the subscales, whilst the non-reactive 
subscale had the lowest mean. Absorption had the lowest mean of the work 
engagement subscales whilst dedication showed the highest mean. All of the 
measures and their subscales had a Cronbach’s a higher than the recommended .80. 
This indicates that the scales have good internal reliability. There was a wide range 
of scores on all of the measures. However, for overall mindfulness, no one scored 
near the lowest score possible. The data for the total work engagement scores as well 
as the subscales of absorption, vigour and dedication were approximately normally 
distributed, as was the total mindfulness scores and the five subscales. Stress and 
self-acceptance were approximately normally distributed. Please see histograms in 
Appendix I.
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Table 1
The Occupational Categories o f Participants
Area of Work Number of People Percentage
Agriculture, Forestry & Fishing 2 .59
Manufacturing 8 2.36
Construction 5 1.47
Motor Trades 1 .29
Retail 11 3.24
Transport & Storage 2 .59
Accommodation & Food Services 4 1.18
Information & Communication 15 4.42
Finance and Insurance 26 7.67
Property 1 .29
Professional, Scientific & Technical 29 8.56
Business Administration & Support Services 17 5.01
Education 51 15.04
Health 87 25.66
Public Administration 16 4.72
Other 64 18.88
31
G\
<N
00
O
G \
O n
00
mas 00 m00 g $ oo 00 g
I
a
100
II
oTf
00
o
loOn
c s (T'­ ON
i n e n TT
i n NO i n
r - (N i n
m c n c n
r-^ i n
<N CN CN
ON o ON
c n T f c n
o o o
in
r-'
inTj-
o\
VO<N
?
00
(S
c nm
in
m
o o c n r - CN
o p p p p
i n
CN o NO c n OO
P i n o ON o
0 0
( ^ Tf- c n
ON NOs e W
§ ? NO NO NO
o
m
o
I
O
ONCO
ON
00
ON
00
0 0 0 0 o NO CN ON o o o
C2 i n i n i n CNw O
0 0 0 0 ( ^ o O o o o o
(N
CD
I
O
'B,
03
OO
a
§
II
I
00G
&EZ2
I
I
00
■B
<
I
I
&
!
<
o
oo
00
%
00
I
&
I
M
8
I I>
32
3.3 Mindfulness Practice of Participants
Of the 339 participants, 70 currently practiced mindfulness. Of these, 31 
participated in formal mindfulness practice, and 53 participated in informal 
mindfulness practice whilst they engaged in other activities (14 of the 70 participants 
engaged in both formal and informal practice). Formal practice refers to engaging in
specific mindfulness practice whilst informal mindfulness refers to being mindful 
whilst engaging in everyday activities (Carmody & Baer, 2008). Of these 70 
participants who currently practiced mindfulness, 8 practiced daily, 29 a few times a 
week, 12 weekly, 15 a few times a month, 2 monthly and 4 less often. Table 3 shows 
the frequency of practice, and the corresponding mean mindfulness and engagement 
scores. This shows that those who didn’t practice mindfulness had the lowest levels 
of mindfulness and work engagement, whilst those who practiced daily or a few 
times a week showed the highest levels of mindfulness and work engagement. An 
independent samples t-test comparing those who practiced mindfulness with those 
who don’t showed that those who practice mindfulness showed higher levels of work 
engagement, although these results were marginally significant (r(337) = 1.61, p = 
.053).
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Table 3
w/zzcA pgpp/g pmcfzcg mm6 /^7ze.y.y, and corrgjpoMüfmg 
j^corg mzM6^/ngJJ a»üf worA^  g/zgagg mgnf
Frequency Mean
Mindfulness
FFMQ
Mean Work 
Engagement 
UWES
Daily 8 136.75 4.54
A few times a week 29 135.14 4.53
Weekly 12 126.75 3.66
A few times a month or less 21 123.15 4.03
Never 269 122.88 4.01
3.4 Correlation Analysis
It was hypothesised that mindfulness, self-acceptance and work engagement 
would be positively correlated with each other. It was also hypothesised that stress 
would be negatively correlated with both mindfulness and work engagement. 
Pearson’s Correlation Coefficients were calculated to assess the relationship between 
±ese variables. Table 4 shows the correlations between overall mindfulness and the 
5 subscales of the mindfulness measure (FFMQ) with overall work engagement and 
the 3 subscales of the work engagement measure (UWES). Cohen (1992, 1988) has 
suggested that a small effect size is indicated by r = .10, .30 is a medium effect size 
and .50 is a large effect size. The correlation coefficient between overall mindfulness 
and overall work engagement showed a medium effect size.
All of the mindfulness subscales were significantly positively correlated to all 
of the work engagement subscales, except the observe subscale of the mindfulness 
questionnaire with the absorption subscale of the work engagement questionnaire.
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Table 4
t/ze a.^ .$oczafzozz g^fwggzz Mzfz<ÿzzZzzg.y^  azzd WbrA^  
Ezzgaggmezzr azz^  f/zgzr jzzZz^ ycaZgJ
MINDFULNESS (FFMQ)
Total Observe Describing Acting
with
Awareness
Non
judgement
Non
reactivity
Total 39*** .13*** .20*** .43*** 25*** 24***
^ Absorption 25*** .09 .14* 2Ç*** .13* .15**
S Vigour _43*** .14** 22*** ^2*** 27*** .28***
O 9 ^ Dedication .11* 2Ç*** 2 * * * 29*** .24***
V=339; *p < .05 **p < .01 *** p  < .001
Table 5 shows the correlations between overall mindfulness, self-acceptance, 
perceived stress and overall work engagement. This shows that there is a significant 
negative correlation between mindfulness and perceived stress, with a large effect 
size. There were also significant negative correlations between perceived stress and 
work engagement (medium effect size), as well as perceived stress and self- 
acceptance (large effect size). There were significant positive correlations between 
mindfulness and work engagement, as well as between mindfulness and self­
acceptance (large effect size).
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Table 5
rZzg aj^ yocZafZoM ZzgfwggM ovgmZZ .ycorgj^  MZntÿhZMgjj^ , 
Wor^  Engaggmg/zr, ^gyAccgpfazzcg azzùZ .5zrgjj
Mindfulness Self Perceived Work
FFMQ Acceptance
USAQ
Stress
PSS
Engagement
UWES
Mindfulness
FFMQ
Self Acceptance 
USAQ
.61 —
Perceived Stress -.56 -.51
PSS
Work Engagement 
UWES
.39 .25 -.37 -
Note: N=339; all correlations significant atp  < .001
3.5 Mediation Analysis
It was hypothesised that self-acceptance and stress mediate the relationship
between mindfulness and engagement, as depicted in Figure 3. The aim of the 
mediation analysis was to investigate the direct impact of mindfulness on work 
engagement and the indirect effect of mindfulness on work engagement through ± e  
two mediating variables (self-acceptance and stress). All of the mediation analysis 
results are in Table 6, which also shows the regression coefficients for the four steps 
for mediation as described by Baron and Kenny (1986).
For the bootstrapping approach to be valid the assumptions of ordinary least 
squares regression need to be met apart from homogeneity of variance and 
multicollinearity (Hayes, 2012). The Durban-Watson test demonstrated that the 
residuals in the regression models were independent and the residuals were normally 
distributed. Graphs plotting standardised residuals against predicted values showed 
that assumptions of linearity and homoscedasticity were met, so mediation analysis 
could be carried out.
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3.5.1 Self Acceptance as a Mediator
The regression coefficients in Table 6 show that mindfulness significantly 
predicted work engagement (path c). Mindfulness also significantly predicted self-
acceptance (path a). However, self-acceptance did not significantly predict work 
engagement when controlling for mindfulness (path 6). Mindfulness still predicted 
work engagement after adjusting for self-acceptance (path c') but c' was smaller than
c indicating partial mediation according to Baron and Kenny’s (1986) criteria. The 
Preacher & Hayes (2004, 2008) Bootstrap Method was used to explore this further 
(Appendix G). The confidence interval included 0, indicating that mediation did not 
occur. The hypothesis of self-acceptance mediating the relationship between 
mindfulness and work engagement was not supported. It is likely that this is because 
self-acceptance did not predict work engagement when controlling for mindfulness.
Interestingly, a simple regression between self-acceptance and work 
engagement showed that self-acceptance predicted work engagement, when 
mindfulness was not taken into account {B = .02, r=(338) = 4.74, p < .001).
3.5.2 Stress as a Mediator
As previously described, mindfulness predicted work engagement (path c). 
Mindfulness also predicted stress (path a). Stress predicted work engagement when
controlling for mindfulness (path b). The direct effect of mindfulness on work 
engagement whilst controlling for stress (path c ’) was significant, indicating that 
partial mediation had occurred according to the steps suggested by Baron and Kenny 
(1986). The hypothesis of stress mediating the relationship between mindfulness and 
work engagement was supported using the Preacher & Hayes (2004, 2008) Bootstrap 
Method as the confidence interval did not include zero (Table 5). Preacher and
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Kelley's (2011) effect size indicated that the effect of mindfulness on work
engagement through stress is about 11% of its possible maximum value.
A. Direct Effect
Mindfulness c = .022*** Engagement
FFMQ — ► UWES
B. Indirect Effect
6 =  .001
Engagement
UWES
Mindfulness
FFMQ
Engagement
UWES
Mindfulness
FFMQ
Stress
PSS
Self-Acceptance
USA
Ffgwrg A Diagram Showing Mediation Analysis
Note: * p < .05; < .01, *** p  < .001
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4. DISCUSSION
The aim of this research was to explore the relationship between mindfulness, 
self-acceptance, stress and work engagement with a view to increase understanding 
of the relationships between the variables. It was hypothesised that mindfulness and 
work engagement (and their individual subscales) would be positively related to 
work engagement, and that self-acceptance and stress would mediate this 
relationship. Overall mindfulness and work engagement were significantly positively 
correlated, as was every subscale of the mindfulness questionnaire with every 
subscale of the work engagement questionnaire, except the observe subscale of the 
mindfulness questionnaire with the absorption subscale of the work engagement 
questionnaire. The acting with awareness facet of the mindfulness questionnaire 
showed the strongest relationship to absorption, vigour, dedication and overall work 
engagement. This suggests that the focus of a person's attention on their current 
activity, and being aware of distractions may be the most relevant aspect of 
mindfulness to work engagement. A number of the items in the acting with 
awareness subscale concern what the person is ‘doing’ and avoiding distractions. If a 
person is aware that they are being distracted, they are more able to address this. If a 
person focuses a high level of attention on their current activity and their current 
activity is related to work, then it follows that they are likely to be more engaged.
The observe facet of mindfulness was positively related to work engagement, 
but showed the lowest correlations to all of the different facets of engagement, 
suggesting that noticing a range of stimuli may be the least important facet of 
mindfulness related to engagement. It was not significantly related to the absorption 
subscale of the work engagement subscale. This is interesting when it is considered
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that Baer et al. (2006) found that the observe subscale was positively related to 
absentmindedness, dissociation and psychological symptoms which they suggest 
may be due to these items focusing on external stimuli as opposed to internal stimuli 
such as thoughts and feelings. Bergomi, Tschacher, & Kupper (2013) suggested that 
this may be due to those without mindfulness experience misunderstanding the items. 
The items that assess the observe subscale on the Five Facet Mindfulness 
Questionnaire are related to things such as bodily sensations e.g. sound, wind, and 
smells. These sensations may not be relevant to work tasks people are engaging in, 
and therefore could be seen to be a bit of a distraction. It would be useful to examine 
how people are interpreting these constructs using qualitative research.
The vigour facet of engagement showed the largest effect size for the 
relationship with mindfulness compared with the other facets of engagement, whilst 
absorption showed the lowest effect size. The absorption items assess the extent to 
which a person only notices the work task that they are engaged in, it does not 
account for other stimuli. Mindfulness assesses how aware a person is of broader 
stimuli, not just the one task they are engaged in. It could be that if a person is only 
aware of how they are relating to the current task they are engaged in, they may not 
be noticing times when they are distracted or other stimuli that may be impacting on 
their work. They are therefore unable to address these issues. However, further 
quantitative and qualitative research looking at these constructs needs to be 
conducted before this can be concluded. An experimental design assessing the 
impact of distractions could be carried out.
Although there were relatively few participants who practiced mindfulness, 
there was a general trend that those who practiced mindfulness the most showed the 
highest level of work engagement, whilst those who practiced the least showed the
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lowest level of work engagement. The participants who did not practice mindfulness 
at all showed the lowest levels of mindfulness and work engagement. This leads to
the tentative conclusion that mindfulness practice increased engagement. This is 
consistent with the findings of Leroy, Anseel, Dimitrova and Sels (2013), tliat a 
mindfulness practice improves work engagement, although their study involved a 
specific mindfulness intervention based on the Mindfulness Based Stress Reduction 
Program developed by Kabat-Zinn (2003).
4.1 The Role of Self-Acceptance
The results of this study support the hypothesis that mindfulness is related to 
work engagement. However the results suggest that this relationship is not mediated 
by self-acceptance. Self-acceptance did not explain a significant amount of 
variability in work engagement when controlling for mindfulness. One possible 
reason for self-acceptance not mediating the relationship between mindfulness and 
work engagement is that the concepts of mindfulness and self-acceptance overlap 
and are not distinct enough concepts. The FFMQ and the USAQ both contain 
questions about how a person judges themselves, their thoughts and their feelings. 
One of the five facets of mindfulness assessed in this study was non-judgement of 
inner experience. This in particular could be an area of overlap with self-acceptance. 
This could explain why both concepts independently predict work engagement. 
Glomb, Duffy, Bono and Yang (2011) described how a mindful person is likely to be 
able to separate their experiences from their self-worth, and it could be that self­
acceptance is an inherent part of mindfulness and therefore separating the two 
constructs is not possible. Table 7 gives examples of items from the mindfulness
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questionnaire and the self-acceptance questionnaire that both contain themes about 
acceptance and how a person judges themselves.
Tabic 7
Similar Mindfulness and Self-Acceptance Items
Five Facet Mindfulness Questionnaire Self-Acceptance Questionnaire
1 make judgements about whether my Sometimes I find myself thinking about
thoughts are good or bad whether I am a good or bad person
I disapprove of myself when I have I don’t think it’s a good idea to judge my
irrational ideas worth as a person
I tell myself I shouldn’t be feeling the I avoid comparing myself to others to
way I’m feeling decide if I am a worthwhile person
I tell myself I shouldn’t be thinking the Being bad at certain things makes me
way I’m thinking value myself less
Thompson and Waltz (2008) used the Mindful Attention Awareness Scale 
(MAAS) (Brown & Ryan, 2003) and the Cognitive and Affective Mindfulness Scale 
Revised (CAMS-R) (Feldman, Hayes, Kumar, Greeson, & Laurenceau, 2007) to 
assess mindfulness, and the correlation they found of these with the USAQ was a lot 
lower than found in this study (r=.31 and r=.35 respectively compared to .61 in this 
study). The reason for this could be that the MAAS focuses more on the attention 
component of mindfulness (Brown and Ryan, 2003), whilst the CAMS-R is unique 
in that it also assesses a person’s willingness to be mindful, and it was designed to 
help assess mindfulness in relation to depression (Bergomi, Tschacher & Kupper,
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2013). The FFMQ is a broader measure of mindfulness for use with the general 
population (Bergomi, Tschacher & Kupper, 2013).
4.2 The Role of Stress
Mindfulness was able to predict both work engagement and stress. Those 
higher in mindfulness showed lower levels of stress. Stress was found to predict 
work engagement after controlling for mindfulness. This suggests that stress 
interferes with engagement, and that employers would benefit from helping 
employees manage stress better as this would not only benefit the employee, it may 
also beneht the employer. Stress may have a negative impact on engagement as high 
levels of stress means that a person is unable to manage all of their current workload 
without it having a negative impact on their well-being which is likely to impact 
negatively on their concentration and ability to focus.
Stress was found to mediate the relationship between mindfulness and work 
engagement. Mindfulness may enable a person to manage levels of stress via the 
route of disengagement with unhelpful thoughts and emotions (Brown & Ryan, 
2003) and therefore increase engagement. The items in the mindfulness measure 
assess the ability of a person to be able to notice emotions and feelings without 
reacting to them, or judging themselves in a negative way. If they are not engaging 
with these negative thoughts, then it follows that they are likely to be less stressed 
and therefore have more cognitive capacity to be engaged in their work. The primary 
aim of Mindfulness Based Stress Reduction interventions is to reduce levels of stress 
within the workplace, and several studies have found this to be the case (e.g. Geary 
& Rosenthal, 2011; Klatt, Buckworth & Malarkey, 2009). The results of this study
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imply that this type of intervention could also have a positive impact on engagement 
through the reduction of stress.
4.3 Strengths, Limitations and Future Research
This study considered the relationship between five different facets of 
mindfulness with three different facets of work engagement, an area that has not 
been previously studied. Deconstructing the different aspects of mindfulness and 
their relationship to work engagement could lead to mindfulness interventions 
designed specifically to aid work engagement. For example, acting with awareness in 
this study was the most relevant aspect of mindfulness to work engagement, so this 
could be highlighted in potential mindfulness interventions. It would be potentially 
useful to investigate whether workplace mindfulness interventions with a particular 
focus on acting with awareness have a larger impact on engagement than a traditional 
mindfulness intervention.
A limitation of this study is that four measures were selected in order to 
assess the constructs explored in this study -  mindfulness, self-acceptance, stress and 
work engagement. These questionnaires only measure these constructs as defined by 
the authors who developed the questionnaires. It is important to recognise that there 
are different definitions and debates surrounding these definitions for all of the 
constructs.
This study used mediation analysis to explore the relationship between 
mindfulness and work engagement. By investigating the role of both self-acceptance 
and stress, it has the benefit of addressing both the needs of the employee and the 
employer. However, a criticism of this study is that it was cross sectional and 
therefore unable to make any conclusions concerning temporal order or causality. It
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could be that the relationships demonstrated in this study are quite simplistic, and 
that there is a more dynamic relationship between mindfulness, stress and work 
engagement. Xanthopoulou, Bakker, Demerouti, & Schaufeli (2009b) found that job 
resources, personal resources and work engagement have a reciprocal relationship 
over time -  they concluded that these factors impact on each other in a cyclical 
relationship. This type of relationship has been neglected in this study, and it is 
important to acknowledge that this study merely opens up areas of further 
investigation. For example, Llorens, Schaufeli, Bakker and Salanova (2007) found 
that there was a positive spiral effect between engagement, task resources and self- 
efficacy. There could also be a reciprocal relationship between mindfulness and work 
engagement. A case series analysis where the different constructs are examined 
frequently over the course of a mindfulness intervention could also aid with this 
understanding. Structural equation modelling could help to explore the relationships 
between these factors.
This study has the benefit of including a number of different types of 
occupations rather than focusing predominantly on professionals within a healthcare 
setting as the majority of previous research has done. It also uses employees, and not 
just a student population. However, this study does not consider whether the 
relationship between the different factors is affected by the type of occupation a 
person has. A future area of work could look at the different relationships between 
mindfulness and work engagement for different types of work. Mindfulness could be 
more beneficial in settings requiring abstract thinking as mindfulness may aid fewer 
distractions and less focus on the evaluation of thoughts that are not relevant to the 
situation involved. However, this may not have the same impact in a different type of 
job.
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Self-acceptance is a relatively new concept, so this research has the benefit of 
further exploring this concept. However, there seems to be an overlap between some 
of the non-judgement questions of the mindfulness questionnaire and some of the 
self-acceptance questionnaire, which was not considered. It may therefore be
beneficial to repeat the study using a different mindfulness questionnaire. Previous 
research has considered the role of organisational-based self-esteem in relation to 
work engagement; this study extends this by looking at the role of self-acceptance.
This study has the benefit of including participants who currently engage in 
mindfulness practice, not just those who are undertaking a mindfulness intervention. 
Unfortunately, there was not a large enough sample size to consider the relationship 
of mindfulness practice to work engagement with adequate power. It would be 
interesting to carry out further research looking at the frequency of mindfulness 
practice and levels of engagement amongst those who have incorporated mindfulness 
into their lifestyle and are not only undertaking an intervention. This is because a 
traditional interventional MBSR intervention lasts eight weeks, however it is not 
clear how many participants continue to practice following an intervention. A long­
term follow up on both practice and levels of engagement would explore this 
relationship further.
Part time employees were not included in this study so the results may not be 
applicable to this population. The majority of the participants in this study were 
female, which means that the results may not be generalisable to males. In addition 
to this the majority of participants were under the age of 50. The questionnaires were 
only accessible via a computer, which means that those who are not computer literate 
were immediately excluded from the study. A large number of people who opened 
the questionnaires online did not complete them, and the reasons for this are not
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clear. It can be seen that the results of this study are not generalisable to people living 
outside the UK, and to various other populations including those who work part time.
This study utilised trait mindfulness. A large drawback of this study is that it 
did not involve a mindfulness intervention. As a result, it is not clear if an 
intervention would lead to an increase in engagement. To expand the findings of this 
study, utilising the measures both before, during and after a mindfulness intervention 
would help us to understand the impact of a specific intervention on mindfulness, 
self-acceptance, stress and work engagement. Having a longer term follow up would 
also be of benefit to ensure any changes were sustained.
4.4 Conclusion
This study found that mindfulness and work engagement were significantly 
correlated, as were most of their subscales. There were different levels of
correlations with the subscales indicating that interventions may benefit from 
focusing on specific areas of mindfulness if one of the aims of the intervention is to 
increase work engagement. Self-acceptance did not mediate the relationship between 
mindfulness and work engagement, whilst stress did. Mindfulness is becoming 
increasingly popular within the workplace, with various companies providing 
mindfulness interventions. It is important to understand the impact of these 
interventions for both employees and employers, and clinical psychologists are in a 
good position to utilise their research skills in order to study and examine the 
evidence base for these interventions. Understanding the impact of interventions in 
non-clinical settings is important to help ensure that psychological distress is 
minimised and to help highlight the importance of employee well-being.
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APPENDIX A. Questionnaires
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The questionnaires will be presented on the computer screen in a user-friendly and 
consistent way.
Please could you fill in the following questions to the best of your ability.
Date:
Age: 17-29 30-39 40-49 50-59 60-69 70-79 80+
Gender: Male Female
Job Title:
How many hours a week do you work on average?
In which area do you work?
Agriculture, Forestry & Fishing
Mining, Quarrying & Utilities
Manufacturing
Construction
Motor Trades
Wholesale
Retail
Transport & Storage (inc Postal)
Accommodation & Food Services 
Information & Communication 
Finance and Insurance 
Property
68
Professional, Scientific & Technical 
Business Administration and Support Services 
Education 
Health
Public Administration 
Other
Do you work part time (30 hours or less per week) or full time (more than 30 hours a 
week)?
Do you currently practice any form of mindfulness or meditation?
Is this informal (whilst you engage in other activities) and/or formal (specifically
meditating or practicing mindfulness).
If yes, how many days a week do you practice on average?
Daily
A Few Times a Week 
Weekly
A Few Times a Month
Monthly
Less Often
Perceived Stress Scale
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The questions in this scale ask you about your feelings and thoughts during the last 
month. In each case, you will be asked to indicate by circling how often you felt or 
thought a certain way.
0 = Never 1 = Almost Never 2 = Sometimes 3 = Fairly Often 4 = Very Often 
Please answer the following questions related to your personal life:
1.) In the last month, how often have you been upset because of something that 
happened unexpectedly?
0 1 2  3 4
2.) In the last month, how often have you felt that you were unable to control the 
important things in your life?
0 1 2  3 4
3.) In the last month, how often have you felt nervous and "stressed"?
0 1 2  3 4
4.) In the last month, how often have you felt confident about your ability to handle 
your personal problems?
0 1 2  3 4
5.) In the last month, how often have you felt that things were going your way?
0 1 2  3 4
6.) In the last month, how often have you found that you could not cope with all the 
things that you had to do?
0 1 2  3 4
7.) In the last month, how often have you been able to control irritations in your life?
0 1 2  3 4
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8.) In the last month, how oAen have you felt that you were on top of things?
0 1 2  3 4
9.) In the last month, how often have you been angered because of things that were 
outside of your control?
0 1 2  3 4
10.) In the last month, how often have you felt difficulties were piling up so high that 
you could not overcome them?
0 1 2  3 4
Unconditional Self-Acceptance Questionnaire
INSTRUCTIONS: Please indicate how often you feel each statement below is true or 
untrue of you. For each item, write the appropriate number (1 to 7) on the line to the 
left of the statement, using the following key:
More Equally More
Often Often Often
Almost Untrue True True Almost
Always Usually Than And Than Usually Always
Untrue Untrue True Untrue Untrue True True
1 2 3 4 5 6 7
1. Being praised makes me feel more valuable as a person.
2. I feel worthwhile even if I am not successful in meeting certain goals that are 
important to me.
3. When I receive negative feedback, I take it as an opportunity to improve my 
behaviour or performance.
4 .1 feel that some people have more value than others.
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5. Making a big mistake may be disappointing, but it doesn’t change how I feel
about myself overall.
6. Sometimes I find myself thinking about whether I am a good or bad person.
7. To feel like a worthwhile person, I must be loved by the people who are important 
to me.
8 .1 set goals for myself with the hope that they will make me happy (or happier).
9 .1 think that being good at many things makes someone a good person overall.
10. My sense of self-worth depends a lot on how I compare with other people.
11.1 believe that I am worthwhile simply because I am a human being.
12. When I receive negative feedback, I often find it hard to be open to what the 
person is saying about me.
13.1 set goals for myself that I hope will prove my worth.
14. Being bad at certain things makes me value myself less.
15. I think that people who are successful in what they do are especially worthwhile 
people.
16. I feel that the best part about being praised is that it helps me to know what my 
strengths are.
17.1 feel I am a valuable person even when other people disapprove of me.
18.1 avoid comparing myself to others to decide if I am a worthwhile person.
19. When I am criticized or when I fail at something, I feel worse about myself as a 
person.
20 .1 don’t think it’s a good idea to judge my worth as a person.
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Work & Well-being Survey (UWES) ©
The following 17 statements are about how you feel at work. Please read each 
statement carefully and decide if you ever feel this way about your job. If you have 
never had this feeling, cross the 'O’ (zero) in the space after the statement. If you 
have had this feeling, indicate how often you feel it by crossing the number (from 1
to 6) that best describes how frequently you feel that way.
Almost never Rarely Sometimes Often Very often Always
0 1 2 3 4 5 6
Never A few times a Once a month A few times a Once a A few times a Every 
year or less or less month week week day
1 . ________ At my work, I feel bursting with energy* (VII)
2 . ________ I find the work that I do full of meaning and purpose (DEI)
3 . ________ Time flies when I'm working (ABl)
4 . ________ At my job, I feel strong and vigorous (VI2)*
5 . ________ I am enthusiastic about my job (DE2)*
6 . ________ When I am working, I forget everything else around me (AB2)
7 . ________ My job inspires me (DE3)*
8 . ________ When I get up in the morning, I feel like going to work (VI3)*
9 . ________ I feel happy when I am working intensely (AB3)*
10 . ________ I am proud on the work that I do (DE4)*
11 . ________ I am immersed in my work (AB4)*
12 . ________ I can continue working for very long periods at a time (VI4)
13 . ________ To me, my job is challenging (DE5)
14 . ________ I get carried away when I’m working (AB5)*
73
15 . ________ At my job, I am very resilient, mentally (VI5)
16 . ________ It is difficult to detach myself from my job (AB6)
17 . ________ At my work I always persevere, even when things do not go well (VI6)
* Shortened version (UWES-9); VI= vigour; DE = dedication; AB = absorption
© Schaufeli & Bakker (2003). The Utrecht Work Engagement Scale is free for use 
for non-commercial scientific research.
Five Facet Mindfulness Questionnaire
Please rate each of the following statements using the scale provided. Write the 
number in the blank that best describes your own opinion of what is generally true 
for you.
1 2 3 4 5
never or very rarely sometimes often very often or
rarely true true true true always true
1. When I’m walking, I deliberately notice the sensations of my body moving.
2. I’m good at Ending words to describe my feelings.
3 .1 criticize myself for having irrational or inappropriate emotions.
4 .1 perceive my feelings and emotions without having to react to them.
5. When I do things, my mind wanders off and I’m easily distracted.
6. When I take a shower or bath, I stay alert to the sensations of water on my body.
7 .1 can easily put my beliefs, opinions, and expectations into words.
8. I don’t pay attention to what I’m doing because I’m daydreaming, worrying, or 
otherwise distracted.
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9 .1 watch my feelings without getting lost in them.
10.1 tell myself I shouldn’t be feeling the way I’m feeling.
11. I notice how foods and drinks affect my thoughts, bodily sensations, and 
emotions.
12. It’s hard for me to rind the words to describe what I’m thinking.
13.1 am easily distracted.
14.1 believe some of my thoughts are abnormal or bad and I shouldn’t think that 
way.
15.1 pay attention to sensations, such as the wind in my hair or sun on my face.
16.1 have trouble thinking of the right words to express how I feel about things.
17.1 make judgments about whether my thoughts are good or bad.
18.1 find it difficult to stay focused on what’s happening in the present.
19. When I have distressing thoughts or images, I “step back” and am aware of the 
thought or image without getting taken over by it.
20.1 pay attention to sounds, such as clocks ticking, birds chirping, or cars passing.
21. In difficult situations, I can pause without immediately reacting.
22. When I have a sensation in my body, it’s difficult for me to describe it because I 
can’t find the right words.
23. It seems I am “running on automatic” without much awareness of what I’m 
doing.
24. When I have distressing thoughts or images, I feel calm soon after.
25 .1 tell myself that I shouldn’t be thinking the way I’m thinking.
26 .1 notice the smells and aromas of things.
27. Even when I’m feeling terribly upset, I can find a way to put it into words.
28 .1 rush through activities without being really attentive to them.
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29. When I have distressing thoughts or images I am able just to notice them without 
reacting.
30 .1 think some of my emotions are bad or inappropriate and I shouldn’t feel them.
31. I notice visual elements in art or nature, such as colors, shapes, textures, or 
patterns of light and shadow.
32. My natural tendency is to put my experiences into words.
33. When I have distressing thoughts or images, I just notice them and let them go.
34.1 do jobs or tasks automatically without being aware of what I’m doing.
35. When I have distressing thoughts or images, I judge myself as good or bad, 
depending what the thought/image is about.
36 .1 pay attention to how my emotions affect my thoughts and behaviour.
37 .1 can usually describe how I feel at the moment in considerable detail.
38.1 find myself doing things without paying attention.
39.1 disapprove of myself when I have irrational ideas.
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APPENDIX B. Screenshots of Questionnaires.
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Demographic information
Gender;
Q  Female 
Q  Male
Age:
Q  17-29 
Q  30-39 
Q  40-49 
Q  50-59 
Q 60-69 
Q  70-79 
^  80+
How many hours a week do you work on average? 
 J  hours
In which area do you work?
Q Agriculture, Forestry & Fishing 
Q Mining, Quarrying & Utilities 
Q Manufacturing 
Q Construction 
Q Motor Trades 
Q Wholesale 
Q Retail
Q  Transport & Storage (Inc Postal)
Q Accommodation & Food Services 
Q  Information & Communication 
Q Finance and Insurance 
Q  Property
Q Professional, Scientific & Technical 
Q Business Administration and Support Services 
Q Education 
Q Health
Q  Public Administration 
Q  other I ^
Do you work part time (30 hours or less per week) or full time (more than 30 hours a week)? 
Q  Full time 
Q  Part time
Do you live in the UK?
Q  Yes
Q)No
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The questions in this scale ask you about your feelings and thoughts during the last month. In each 
case, you will be asked to indicate by circling how often you felt or thought a certain way.
Please answer the foliowring questions related to your personal life:
In the last month, how often have you been 
upset because of something that happened 
unexpededly? %
fairly Very 
Never Never Sometimes Often Often
fs u  w«-e unaUe t»
In the last month, how often have you felt 
nervous and "stressed"?
In the last month, how crften have you fdt
In the last month, how often have you felt that 
things were going your way?
In the last month, how often have you found 
that you could not cope with all the things that 
you had to do?
In the last month, how often have you been 
to control irritations in your life?
In the last month, how often have you felt that 
you were on top of things?
In the last mwith, how cAen have you been 
angered because of things that were ocftside of
In the last month, how often have you felt
difficulties were piling up so high that you œuld ©  0  Q  ©  Q
not overcome them?
Cohen, S., Kamardc, T., and Mennelstein, R. (1983}. A global meaajne of perceived streœ. Journal of Health and 
Social Behavior, 24, 386-396.
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The following 17 statements are about how you fed  at work. Mease read each statement careMly 
and decide if you ever feel this way about your job. If you have never had this feeling, click 'Never' 
in the space after the statement. If you have had this feeling, indicate how often you feel it by 
clicking the descriptitm that best describes how frequently you feel that way.
At my work, I feel bursting with energy.
0
I find the work that I do full of meaning and purpose.
Never A few times a year or 
. : less
A few timesmonth or 
less a month
' Often 
Once a week
waystimes
Time flies when I'm working.
most Rarely 
Once a 
month or 
less
Somdknes 
A few t*n%s 
amonth
Very often 
A few times 
a week
Often
Never Once ayear Of
less
At my job, I feel strong and vigorous
Rarely 
Once a 
month or 
less
Sometimes 
A few times 
a month
Very often 
A kw  times
never 
A few times Onoe a weekNever
I am enthusiastic about my job
A few times A fewNever a monthyear or 
less
■©
When I am working, I forget everything else around me
Ono^a
less
Stxnetimes Very often
Afewtjimes -nrr n wrrir Afeiwbmes amonfti Or^e a week g weekless
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Please rate each of the following statements using the scale provided. Qick the description that 
best describes your own opinion of what Is generally true for you.
When I'm walking, I deliberately notice 
the sensations of my twdy moving.
I'm good at finding words to descnt^  
my feelings.
I criticize myself for having irraticmal or 
inappropriate emotions.
a  fierceive my feelings and emotions 
«without having to react to them. _
When I do things, my mind wanders off 
and I'm easily distracted.
VSfti«TÎ take a shower 
alert to the sensations of water on my 
body.
Neveror 
very rarely 
true
I can easily put ray beliefs, opinions, 
and exfiectations into words.
or alwaysSometimes
Rarely true
o
Often true
verv ofbenNever or 
very rarely 
e
or alwaysSomenmes 
true Often true
I don't pay attention to what I'm doing 
because I'm daydreaming, wwrying, or 
otherwise distracted.
(iw atd t my feeAngs without gefUng
dost in them.
flsenS-sSHK'-.'.'i
I tell myself I shouldn t  be feeling the 
way I'm feeling.
I nottceltow foods and orinks a fk ctm y  
thoughts, bodily sensations, and
It's hard for me to find the words to 
describe what I’m thinking.
ITann eesily distracted
I believe some of my thoughts are 
abnormal or bad and I shouldn't think 
that way.
o o u
Never or
I piay attention to sensations, such as 
the wind in my hair or sun on my face.
S  have trouMe thinking of the right
(words to express how I feel about
I make judgments about whether my 
thmjghts are good or bad.
I find it difficult to stay focused on 
what's happening In the present,
When I have distressing thoughts or 
images, I "step back" and am aware of 
the thcMjght or image without getting 
taken over by it.
I pay attention to sounds, such as 
clocks ticking, birds chirping, or cars
In difficult situations, I can pause 
without immediately reacting.
Very often
f^rely true
o
Often true
o
often
always 
true
Never or 
very rarely 
true Often trueRarely true
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Are you interested in taking part in an online survey about 
well-being and work engagement?
What's the research about?
I'm in te res ted  in finding out about peoples well-being and th e  impact th is 
can have on th e ir  work. I  am curious about understanding w hether 
mindfulness can have an impact on this.
Who can take part in the study?
Anyone who is in cu rren t paid employment can take p art in th is study. 
Who is doing the research?
AAy name is Lisa Lee-Falcon. I  am a Trainee Clinical Psychologist based a t 
th e  University of Surrey, Guildford. I  am conducting research  as p a rt of 
my Psycho thesis within th e  Psychology Department.
What would it  involve?
You would be asked to  take  part in an online survey. The surveys will take  
approximately 20 minutes to fill in. You will have th e  opportunity to 
en te r a prize draw fo r a £ 5 0  Amazon voucher.
How do I  find out more?
I f  you're inferesfed,  and would like to f  ind out more then  please contact 
Lisa Lee-Falcon a t  l.lee-falcon@surrey.ac.uk or access th e  study a t 
httD ://survevs.fahs.surrev.ac.uk/abilitv to  work well
Thank you fo r your help and I  look forw ard to  hearing from  you!
This study has been granted a favourable ethical opinion by th e  eth ics 
comm ittee of th e  Faculty of A rts and Human Sciences a t th e  University 
of Surrey.
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APPENDIX D. Information Sheet
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UNIVERSITY OF
SURREY
Information Sheet 
What affects your ability to work well?
Introduction
My name is Lisa Lee-Falcon and I am a trainee clinical psychologist based in the 
Psychology Department at the University of Surrey, Guildford. This means that I 
already have a university degree in psychology, and am taking my studies further by 
now studying at post-graduate level for a doctorate qualification (the training 
programme is called a PsychD programme, meaning it is only for people who 
already hold a degree plus relevant experience). Although 1 get to be called 'Dr' 
once 1 am qualified 1 am not medically trained. In order for me to study at this post- 
graduate level, 1 need to have relevant experience too
As part of my training on this PsychD programme to become a clinical psychologist,
I have to conduct research with members of the public. 1 have decided to research the 
impact of mindfulness.
Mindfulness is a form of meditation. It helps people to stay focused on the present 
moment. 1 am researching mindfulness because 1 feel it is something that can really 
help people when they are feeling stressed.
1 would like to invite you to help me with this by taking part in my studies. To help 
you decide if you would like to take part, please read this Information Sheet so that 
you know what you will be asked to do.
What is the study about?
1 am interested in researching how people experience stress at work, and whether 
mindfulness is related to this. 1 am also interested on whether mindfulness is related 
to work engagement, and self-acceptance.
Do I have to take part?
No, taking part in this study is entirely up to you. To help you decide whether or not 
to take part, you can talk it over with friends, family, colleagues, health 
professionals, etc. You can also contact me for further information and 1 will be
happy to answer any queries. My contact details are at the end.
Even if you agree to take part, you can choose not to answer all of the questions. 
You can also withdraw from the research at any time without giving a reason.
What will I have to do?
1 will ask you to fill in a 20 minute questionnaire online.
How do I agree to take part?
You will be asked to read a Consent Form and tick a box, to say that you have 
understood what the research is all about and that you have had the chance to ask us
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any questions first. The Consent Form also says that all information about you is 
kept confidential in accordance with the Data Protection Act 1998.
Does what I say get shared with anyone else?
What you say will remain confidential and will only be seen by myself. In the 
research, you will be asked for your email address in order to enter the prize draw, 
but these will be deleted after tlie draw, to ensure anonymity. Your name and all 
personal details about you will be kept anonymous in the study. This includes any 
information about where you live, your real name, your age, gender, ethnicity, 
religion, etc -  or any other information that would identify you personally.
All information will be kept strictly confidential unless any information is disclosed
which could seriously affect the welfare of yourself or others, in which case a third 
party may have to be contacted to protect your well-being. 1 would discuss this with 
you first though.
As part of working in the NHS, all my work is supervised by someone senior to me. 
This includes research, so my research supervisor may have access to the information 
about you during the research study. As supervision helps me to ensure 1 am 
conducting the research properly and according to ethical guidelines, your real name 
would not be used during these sessions and we would use a fictitious name to 
identify you (or your participant number). My supervisor's name and contact details 
are at the end of this form.
All information gathered during this research study will be stored securely in 
anonymised form at the University of Surrey for up to twelve years, in either a 
locked filing cabinet or storage facility if in paper format, or on a password protected 
computer if in electronic format, all in anonymised form.
What happens when the research study is completed?
Research takes time, often years, to complete. By then you may have forgotten about
it! Researchers usually like to have their research findings published in relevant 
journals so that others working in the same field can learn more. These are usually 
academic journals, which the public don't tend to see. I can send you a copy of the 
final research study if you would like, plus copies of any articles in which the 
research is published. This piece of research will be completed by September 2014. 
You can visit the University of Surrey library as a day visitor if you'd like to read 
any of the journals (you won't be able to take any books or publications away with 
you, however). I can you give you information about how to do that.
Sometimes we present our research findings at meetings (for instance, at service 
users' and carers' support groups or conferences). Again, all personal details about
you will be kept confidential (your real name, your age, gender, where you live, etc), 
and no-one will be able to identify who you are.
What are the benefits of taking part in this research?
I hope that you will find it interesting to take part in this research. The information I
get from this study will help me to understand more about the relationships between 
mindfulness, stress, work engagement and self-acceptance.
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Are there any downsides of taking part?
You may find some of the questions quite personal. I am not being intrusive by
asking these questions as they are needed for my research. If you find a question too 
personal or upsetting in any way, you don’t have to answer it.
What if there is a problem?
If you have any concerns about any aspect of the way you have been treated during
the course of the research study, then you can contact my supervisor. Her name is 
Linda Morison and her contact details are at the end.
Has the research been approved by any committee?
The study has been approved by the Faculty of Arts & Human Sciences at the 
University of Surrey Ethics Committee and also approved by Surrey and Borders 
NHS Trust R and D department.
I hope I have answered all of your questions about the research study, but please feel
free to ask me anything else that I have not covered. My contact details and those of 
my supervisor are below.
Thank you for taking the time to read this Information Sheet.
Research being conducted by:
Lisa Lee-Falcon
Trainee Clinical Psychologist
University of Surrey
Guildford
Surrey
GU2 7XH
Email: l.lee-falcon@surrey.ac.uk
Supervised by:
Linda Morison
Senior Research Tutor
University of Surrey
Guildford
Surrey
GU2 7XH
Email:l.morison@ surrey.ac.uk 
Phone: Work: 01483 68 6875
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APPENDIX E. Consent Form
UNIVERSITY OF
SURREY
Consent form for people taking part in research about the impact of 
mindfulness
Lisa Lee-Falcon, Trainee Clinical Psychologist at the University of Surrey.
I agree to taking part in a research study and filling in questionnaires about
mindfulness, stress, work engagement and self-acceptance.
I have read and understood the Information Sheet.
I understand that my decision to take part in this project is entirely voluntary.
I have been given information by the researcher about what the project is about, 
where and why it is being done, and how long it is likely to take.
I have been given information by the researcher of what I will be expected to do. I 
have been told about any possible distress which taking part in the project may cause
me and have been offered support should this happen.
I understand that all personal data is held and processed in the strictest confidence,
and in accordance with the Data Protection Act (1998).
I have read and understood everything written above and have chosen to consent to 
participating in this study. I have been given enough time to think about this and 
agree to comply with the instructions and restrictions of the project.
Yes No
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APPENDIX F. Instructions for Participants
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Thank you for agreeing to take part in this study. Your participation is appreciated. 
Following this screen, you will be asked to fill in a set of questionnaires. Please fill
these in as honestly and accurately as you can. You are able to withdraw at anytime 
up until you have answered and submitted the last question.
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Thank you for agreeing to take part in this study. Your input is much appreciated. 
This research will help to inform others about well-being at work, and whether 
mindfulness can help with this.
It is possible that some people feel a bit sensitive after filling in these questionnaires.
Usually this passes. However, if you would like to discuss this with the researchers, 
please feel free to use the contact details below. Alternatively, please feel free to use 
the contact details for MIND. They are able to provide you with information 
regarding mental health, and guide you to help. These are provided below.
If you would like a copy of the results, please use the contact details below to request 
these. I will be happy to send these to you. Thank you for your time.
MIND 
PO Box 277
Manchester 
M60 3XN 
0300 123 3393
info@mind.org.uk
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APPENDIX H. Favourable Ethical Opinion.
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Faculty of Arts and Human Sciences
Ethics Committee
Chair’s Action 
Ref:
Name of Student:
Title of Project:
Supervisor
Date of submission: 
Date of re-submission:
900-PSY-13 (with conditions)
LISA LEE-FALCON
A Study considering the relationship between 
mindfulness, self-acceptance, stress and work 
engagement
LINDA MORISON
08 APRIL 2013
The above Project has been submitted to the FANS Ethics Committee.
A favourable ethical opinion has now been given.
Signed:
Professor Bertram Opitz 
..Chair /
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APPENDIX I. Histograms
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Mean = 124.39
Std. Dev. = 18.372
N = 340
75.00 100.00 125.00
FFMQTotal
150.00 175.00
Figure 4. A histogram depicting the distribution for the Five Facet Mindfulness 
Questionnaire.
40-
30-
20-
10-
10.00 20.00 30.00
FFM QO bserve
Mean = 24.36 
Std. Dev. = 5.515 
N = 340
40.00
Figure 5. A histogram depicting the distribution for the Observe subscale from the
Five Facet Mindfulness Questionnaire.
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10.00 20.00 30.00
FFMQDescribing
Mean = 27.34
Std. Dev. = 6.361
N = 340
40.00
Figure 6. A histogram depicting the distribution for the Describing subscale from the 
Five Facet Mindfulness Questionnaire.
Mean = 25.33 
Std. Dev. = 5.501 
N = 340
10.00 20.00 30.00
FFMQActingwAwareness
40.00
Figure 7. A histogram depicting the distribution for the Acting with Awareness
subscale from the Five Facet Mindfulness Questionnaire.
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Mean = 26.19
Std. Dev. = 7.154
N = 339
10.00 20.00 30.00
FFM QNonjudgement
40.00
Figure 8. A histogram depicting the distribution for the Nonjudgement subscale from 
the Five Facet Mindfulness Questionnaire.
0-* T
5.00
Mean = 21.18 
Std. Dev. = 4.445 
N = 340
10.00 15.00 20.00 25.00 30.00 35.00
FFMQNonreactivity
Figure 9. A histogram depicting the distribution for the Nonreactivity subscale from
the Five Facet Mindfulness Questionnaire.
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Mean = 4.06
Std. Dev. = 1.025
N = 340
4.00
UW ESTotal
Figure 10. A  histogram depicting the distribution for the Utrecht Work Engagement 
Scale.
Mean -  3.93
■ 1.074
UWESAb sorption
Figure II. A  histogram depicting the distribution for the Absorption subscale of the 
Utrecht Work Engagement Scale.
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Mean = 4 .OS
Std. Dev. = 1.018
N = 340
4.00
UWESVigour
Figure 12. A  histogram depicting the distribution for the Vigour subscale of the 
Utrecht Work Engagement Scale.
C 40
Mean = 4.18 
Std. Dev. = 1,298 
N = 340
UW ESDedication
Figure 13. A  histogram depicting the distribution for the Dedication subscale of the 
Utrecht Work Engagement Scale.
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Mean = 80.98
Std. Dev. = 15.004
N = 340
75.00 100.00
USAQTotal
Figure 14. A histogram depicting the distribution for the Unconditional Self- 
Acceptance Questionnaire.
TotalPSS
Mean = 17J5 
Std. Dev. = 7.003 
N = 33S
Figure 15. A histogram depicting the distribution for the Perceived Stress Scale
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Major Research Project First Proposai
Mindfulness in the workplace: A case series considering 
the relationship between mindfulness, stress, job 
performance and job satisfaction throughout a 
mindfulness intervention.
103
BACKGROUND AND THEORETICAL RATIONALE
The role of a Clinical Psychologist as defined by the British Psychological 
Society (BPS) is to "reduce psychological distress and to enhance and promote 
psychological well-being" (BPS, 2012, para. 1). it has been argued that clinical 
psychology should take a leading role in promoting well-being as increasing well­
being can be seen as a preventative measure which may reduce the incidence of 
mental health problems (Wood & Tarrier, 2010). Clinical psychologists are in a 
position to ensure that preventative measures are empirically valid and have an 
evidence base to support them (Wood & Tarrier, 2010).
Well-being within the workplace is an area of increasing interest. For 
example, several government agencies have developed the Health, Work and Well­
being initiative to help protect and improve the health and well-being of the working 
age population since 2005 (Department of Work and Pensions, 2012). Mindfulness is 
one intervention that can be considered to increase well-being. A review of 
mindfulness in clinical populations was carried out by Baer (2003), and it was found 
to have a positive impact on people with conditions such as psoriasis, stress and 
cancer. Recent years have seen a surge in interest in mindfulness in non-clinical 
populations. This project will consider the impact of mindfulness on employees.
Mindfulness is the practice of focusing ones attention on the present moment 
without judging it (Kabat-Zinn, 2003). Mindfulness-based stress reduction (MBSR) 
was developed by Jon Kabat-Zinn in 1979 (Kabat-Zinn, 2003). MBSR consists of 
three main mindfulness meditation practices; sweeping (sweeping attention on the 
body from feet to head), mindfulness of breath and perceptions, and Hatha yoga 
(Kabat-Zinn, 1982). The traditional course is eight weeks long, although shorter 
versions of this intervention have been utilised with varying degrees of success.
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Since the introduction of the MBSR program, other interventions using mindfulness 
have also been developed (Kabat-Zinn, 2003). For example, mindfulness based 
cognitive therapy (MBCT) combines both cognitive therapy and mindfulness. 
Vocation specific interventions have also been developed. Cultivating Emotional 
Resiliency in Education is designed to aid teachers become more aware by using 
mindfulness (Garrison Institute, n.d.), whilst Stanley, Schaldach, Kiyonaga and Jha 
(2011) adapted mindfulness to be specifically relevant to military cohorts. When this 
proposal refers to mindfulness, it is including all forms of mindfulness intervention.
The impact of mindfulness on employees in terms of mental health has begun 
to be explored. There have been mixed results on the impact of mindfulness on 
depression and anxiety within the workplace. For example. Burton, Pakenham, and 
Brown (2010) found no impact on depression, whilst Gold et al. (2010) found a 
significant improvement. Out of four studies (Burton et al., 2010; Gold et al., 2010; 
Davidson et al., 2003; and Dunn, 2009) only Davidson et al. (2003) found a positive 
impact on anxiety, although they were also the only study to have a control group.
Despite this, several studies of mindfulness in the workplace have found a 
positive impact of a mindfulness intervention on stress (Shapiro, Astin, Bishop & 
Cordova, 2005; Geary & Rosenthal, 2011; Klatt, Buckworth & Malarkey, 2009; 
McGarrigle & Walsh, 2007; Stanley, Schaldach, Kiyonagga & Jha, 2011; Gold et al., 
2010; Schenstrôm, Ronnberg & Bodlund, 2006). Only 3 studies have not found a 
positive impact on stress (Noone & Hastings, 2010; Martm-Asuero & Garcia-Banda, 
2010; Stanley et al., 2011). However, Noone and Hastings (2010) did not use a 
standardised measure, Martm-Asuero and Garcfa-Banda (2010) used an intervention 
which consisted of only two sessions and Stanley et al. (2011) used participants who 
were pre-deployed military.
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Research by Harvard Pilgrim (personal communication with Susan Peacock, 
3U* August, 2011) indicated that 92% of participants believed that they became more 
effective employees after a mindfulness intervention. Giluk (2010) described how 
she looked at performance at work, but tlie measure used was focused on attitudes 
towards work rather than actual performance. Research carried out on healthcare 
professionals found that there was an increase in empathy post intervention (Krasner 
et al., 2009; Pipe et al., 2009), although Galatino, Baime, Maguire, Szapary and 
Farrar (2005) found no change in their sample on empathy post intervention.
The BPS have proposed that it is the role of mental health services as well as 
independent sector employers to help peoples well being in a work place setting, 
particularly since there are increasing levels of stress at work (Kinderman & Tai, 
2009). However, the research surrounding the benefits of mindfulness interventions 
for employers is lacking, and one of the aims of this research is to help fill this void 
and therefore encourage investment. Increased job performance is one factor that is 
of interested to employers. Mackenzie et al. (2006) found a non-signiBcant increase 
in job satisfaction after a mindfulness intervention, but they only used a four-week 
course. Job satisfaction and job performance have been found to correlate by .30 in a 
meta-analysis (Judge, Thoresen, Bono & Patton, 2001). Research surrounding the 
impact of a mindfulness intervention on both job performance and job satisfaction is 
lacking. These factors may also be impacted by stress. This study will look at the 
impact of a mindfulness intervention on stress, job satisfaction and job performance.
The majority of research surrounding mindfulness in the workplace has 
considered the impact on mental health. However, the process of change that occurs 
throughout the mindfulness intervention is not something that has been explored. It is 
not clear if mindfulness increases before any changes on any other measures. Not all
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studies have even included a measure of mindfulness. It is important to examine how 
stress, job performance, and job satisfaction change over time, and how this relates to 
changes in mindfulness. It is proposed that a change in mindfulness would precede a 
change in otlier measures. This study will look at the changes over time in relation to 
mindfulness, practice, and the number of sessions attended.
Work is a place where a lot of the population spend a lot of their time, and as 
a result it can be seen that this can have a huge impact on mental health. It is 
important to look at how this impacts on mental health, and what interventions may 
maintain or increase well-being.
Research Question
This study will look at the impact of a mindfulness intervention on 
employees. It will consider the temporal relationship between mindfulness and stress, 
job performance and job satisfaction. It is important to understand the changes on 
these measures throughout the time of the intervention and if these changes relate to 
number of sessions, practice and mindfulness.
Main Hypotheses
An increase in mindfulness will result from a mindfulness intervention. An 
increase in mindfulness will precede a decrease in stress, as well as improved self- 
perceived performance at work, and job satisfaction. These will be affected by the 
amount of practice. The order in which stress, performance and satisfaction alter is 
not clear. This is something that will be assessed.
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METHOD
Participants
Participants will be people who are in paid employment. This may be 
university staff or people working in other organisations. This study is aiming for a 
sample of 10-15 people who complete the measures on a weekly basis. This will 
mean recruiting a larger sample size of possibly 30 people as this allows for people 
to drop out of the intervention and/or study. It is possible to carry out case-series 
analysis on one participant. However, including more than one participant means that 
there is a stronger basis from which to infer the effects of the intervention (Kazdin,
2003), in this case mindfulness. It is important to include more than one as this 
minimises the possibility that a different event has affected change.
The only inclusion criterion is that the participants are in employment. The 
only people who are excluded from this study are those that are not employed. The 
reason for the lack of exclusion criteria is that in case-seiies analysis, an increased 
level of diversity enables the researcher to draw stronger inferences with the results 
(Kazdin, 2003).
It is difficult to estimate an expected response rate, as there has not been a 
case-series analysis of a mindfulness intervention in the workplace. However,
Watkins et al. (2007) recruited 14 participants for a CBT intervention and 
administered measures on a weekly basis, whilst Wilkinson-Tough, Bocci, Thome & 
Herlihy (2009) originally recruited 7 participants for a mindfulness intervention but 
excluded 2. Only 3 completed the mindfulness intervention.
Feasibility Issues
Two methods of data collection are being considered. The Centre for 
Wellbeing at the University of Surrey has been contacted and they are provisionally
108
interested in taking part. The process of approaching other businesses/professionals
who already run mindfulness courses has been initiated. Consultation with Zoe 
Shobbrook at the Centre for Wellbeing, and Susan Peacock from Live Work Well 
has indicated that the way in which the questionnaires are presented is very 
important. They would be presented as tools to help notice if there is any change. 
There is concern that the weekly measures may impact on the intervention, which 
may dissuade facilitators from participating. However, without weekly measures, it is 
not possible to address the research questions.
Another possibility is a mindfulness course facilitated by myself. However, 
although I practice mindfulness, I am not a qualified teacher and therefore the effects 
of the course may be diluted. I will attend a training course facilitated by the British 
Psychological Society. Professor Mark Williams and Danny Penman have published 
‘Mindfulness: A practical guide to finding peace in a frantic world’. Participants 
could be provided with a copy of this book, and then meet for consolidation sessions 
as a group with me, rather than myself running a full course with less structure, when 
I am not experienced in doing so. Supervision would be sought, and participants 
could be recruited from Trainee Clinical Psychologist and staff at the university.
Participants could work through the Mindfulness book described above 
independently if other options prove to be unfeasible.
The consent form, ethic form and advertisement have been constructed in 
collaboration with Gemma Perman (Trainee Clinical Psychologist) and adapted for 
our individual studies. They are adapted versions of forms supplied by Barbara 
Riddell (Service User and Carer Involvement Coordinator). These forms have been 
constructed over the years by service users and carers in collaboration with Barbara.
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Barbara has advised over the design and wording for my adapted version in order to 
ensure clarity, and that the explanation of mindfulness is understandable.
Design
The design of this study will be a case series analysis. Participants will be 
asked to fill in the questionnaires on a weekly basis. They will be asked to fill in the 
questionnaires during the information week, and the subsequent six/eight weeks of 
the intervention. They will also be asked to fill in the questionnaires via post or email 
at two months.
Measures/Interviews/Stimuli/Apparatus
The Perceived Stress Scale 10 (Cohen & Williamson, 1988) will be used. 
This has been found to be reliable and valid in a non-clinical sample of college 
students, providing the factor structures of Perceived Helplessness and Perceived 
Self-EfOcacy (Robert!, Harrington, & Storch, 2006). It was developed from the 
original Perceived Stress Scale (Cohen, Kamarck & Mermelsein, 1983). The 
standard measure asks the participant to rate over the last month. Since this study 
win administer weekly measures, this will be changed to the last week.
The Presenteeism and Absenteeism Scales from the Health and Work 
Performance Questionnaire will be used (HPQ, Kessler et al., 2003; Kessler et al.,
2004). These have been found to have good reliability and validity, and show 
sensitivity to change (Kessler et al., 2004). I am only using these two scales from this 
questionnaire, as I am conscious that I do no want to ask too many questions as I will 
be asking them to do this on a weekly basis. I am concerned that a lot of questions 
may lead to a person not filling them in accurately. The full HPQ is 21 pages long.
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which is not practical. Presenteeism is the calculation of actual performance 
compared to the possible performance (Kessler et al., 2004), and this can be seen to 
be of huge interest to employers. This measure could be criticised for being too 
subjective. However, it has been found to correlate with supervisor ratings (Kessler 
et al., 2003).
The Abridged Job Descriptive Index (Stanton et al., 2002), which also
consists of the Abridged Job in General Scale (Russell et al., 2004) will be used to 
assess job satisfaction. The abridged version has been found to maintain the same 
Ave subscales as the original version (Stanton et al., 2002) and is more practical to 
administer on a weekly basis.
The Freiburg Mindfulness Inventory -  Short Form will be used to assess 
mindfulness. This has been found to be sensitive to change and psychometrically 
stable (alpha = .86) (Walach, Buchheld, Buttenmuller, Kleinknecht, & Schmidt, 
2006).
Participants will also be asked to record how much practice they have 
engaged in between sessions.
Procedure
If I run my own mindfulness groups, then adverts will be displayed at the 
university and possibly on Gumtree. I am currently exploring options with pre- 
established mindfulness groups including the Wellbeing Centre.
An introductory talk surrounding the research project will be offered. 
Potential participants would be provided with the information sheet and consent form 
and given the opportunity to ask questions. If consent is obtained, participants would 
be provided with the battery of questionnaires to obtain baseline data. Consultation
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with the Wellbeing Centre has indicated that online measures may be more 
appropriate so as not to affect the running of the group for people who do not wish to 
take part. This would involve weekly email reminders, although it is possible that 
paper copies are used as this method has not been Analised.
If I facilitate my own group, these would be set up for January/February, and 
run for 8 weeks. There would be 2 groups a day, and they would be at the university.
Ethical considerations
I will be applying for university ethics approval. My literature review found 
positive effects for people in the workplace after completing a mindfulness course, so
no negative effects are foreseen. As I have not facilitated a group before, I will attend 
training and be supervised by an experienced mindfulness practitioner. All data will 
be anonymised. Participants wiU be able to identify themselves using a pseudonym 
on the questionnaires. If online questionnaires are used, these will be stored securely. 
All data will be destroyed after 12 years. Participants may withdraw at any time and 
will be given the information and consent form to ensure they are aware of this.
R&D Considerations
R & D approval from Surrey and Borders NHS Trust will be sought if any 
groups are facilitated with the participants being trainee clinical psychologists.
Proposed Data Analysis
Case series analysis will be used. The aim of case series analysis is to
examine how the measures change over the course of the intervention, and how they 
change in relation to each other. This method of analysis is designed to look at
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whether there has been a change pre/post intervention, and how this change has 
happened (Borckardt et al., 2008). This typically comprises of detailed description 
using graphs depicting the patterns of the measures over time. Kazdin (2003) 
recommends when visually inspecting the data to look at changes in mean from each 
phase, change in level (from the last day of one phase to the first day of the next 
phase), alterations in the slope and the speed with which any change occurs. This 
study will look at when (or if) mindfulness begins to have an impact on self­
perceived performance as well as stress, anxiety and depression. Kazdin (2003) 
acknowledges that this method has been criticised for its subjectivity. As a result, the 
data analysis for this study will use statistical analysis as well as graphical 
representation. Visual inspection will help to devise specific statistics that will 
capture the data gained. Whilst looking at change over time using repeated measures 
analysis, I need to be aware of autocorrelation and take this into account. This will 
reduce the chance of a type 1 error.
Service User and Carer Consultation / Involvement
I have consulted Barbara Riddell (Service user and carer involvement 
coordinator) surrounding our information sheet, ethics form, and advertisements.
Dissemination strategy
This project will be submitted to a peer-reviewed journal. I will apply to 
present it at the Mindfulness at Work annual conference.
Study Timeline
September 2012 MRP course approval
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September 2012
December 2012-September 2013 
September 2013-December 2013
March 2013 
April 2013 
December 2013 
Beginning January 2014 
End January 2014
Ethics submission R&D submission
Data collection started / completed
Data analysis started /completed
Date for completing draft:
Introduction
Method
Results
Discussion
Complete Draft
Signatures
Lisa Lee-Falcon 
Linda Mori son 
Susan Peacock
Date 27 July 2012 
Date 27 July 2012 
Date 27 July 2012
114
REFERENCES
Baer, R. (2003). Mindfulness training as a clinical intervention: A conceptual and 
empirical review. CZmicaZ fjycAo/ogy.' 20(2), 125-
143.
British Psychological Society. (2012). Becoming a Clinical Psychologist. Retrieved 1 
July, 2012, from http://www.bps.org.uk/careers-education-training/how- 
become-psychologist/types-psychologists/becoming-clinical-psychologis
Borckardt, J. J., Nash, M. R., Murphy, M. D., Moore, M., Shaw, D., & O’Neil, P. 
(2008). Clinical practice as natural laboratory for psychotherapy research: A 
guide to case-based time-series analysis. American Psychologist, <53(2), 77- 
95.
Burton, N. W., Pakenham, K. I., & Brown, W. J. (2010). Feasibility and 
effectiveness of psychosocial resilience training: A pilot study of the READY 
program. PjycAoZogy, 25(3), 266-277.
Cohen, S., Kamarck, T., and Mermelstein, R. (1983). A global measure of perceived 
stress. Journal o f Health and Social Behavior, 24, 386-396.
Cohen, S., & Williamson, G. Perceived Stress in a Probability Sample of the United 
States. Spacapan, S. and Oskamp, S. (Eds.) Pjyc/zoZogy q/'22ea/rA.
Newbury Park, CA: Sage, 1988.
115
Davidson, R. J., Kabat-Zinn, J., Schumacher, J., Rosenkranz, M., Muller, D., 
Santorelli, S. F., et al. (2003). Alterations in brain and immune function 
produced by mindfulness meditation. Psychosomatic Medicine, (55(4), 564- 
570.
Department of Work and Pensions. (2012). Health, Work and Wellbeing. Retrieved 
20 June, 2012, from http://www.dwp.gov.uk/health-work-and-well- 
being/about-us/
Dunn, K. D. (2010). The effectiveness of hatha yoga on symptoms of anxiety and 
related vulnerabilities, mindfulness, and psychological wellbeing in female 
health care employees. ProQuest Information & Learning). Dissertation 
/nrg/TzarfonaZ A.- 70 (7-)
Galantino, M., Baime, M., Maguire, M., Szapary, P., & Farrar, J. (2005). Short 
communication: Association of psychological and physiological measures of 
stress in health-care professionals during an 8-week mindfulness meditation 
program: Mindfulness in practice RID A-1037-2007. Stress and Health, 
22(4), 255-261.
Geary, C., & Rosenthal, S. L. (2011). Sustained impact of MBSR on stress, well- 
being, and daily spiritual experiences for 1 year in academic health care 
employees. Jowma/ MggfZcmg (/Vgw
V.y.), 27(10), 939-944.
116
Giluk, T. L. (2011). Mindfulness-based stress reduction: Facilitating work outcomes 
through experienced affect and high-quality relationships. ProQuest
Information & Learning). Dissertation Abstracts International Section A: 
Humanities and Social Sciences, 71 (10-)
Gold, E., Smith, A., Hopper, L, Heme, D., Tansey, G., & Hulland, C. (2010). 
Mindfulness-based stress reduction (MBSR) for primary school teachers. 
Journal o f Child and Family Studies, 29(2), 184-189.
Judge, T. A., Thoresen, C. J., Bono, J. E., & Patton, G. K. (2001). The job 
satisfaction-job performance relationship: A qualitative and quantitative 
review. BwZZgrm, 227(3), 376-407.
Kabat-Zinn, J. (1982). An outpatient program in behavioral medicine for chronic 
pain patients based on the practice of mindfulness meditation: Theoretical 
considerations and preliminary results. Gg»graZ 22oj^ f^ aZ 4(1), 33-
47.
Kabat-Zinn, J. (2003). Mindfulness-based interventions in context: Past, present, and 
future. Clinical Psychology: Science and Practice, 20(2), 144-156.
Kazdin, A. E. (2003). RgjgarcZz m cZmZcaZ ;?jyc/zoZogy, ybwrr/z Boston:
Allyn & Bacon.
117
Kessler, R., C., Ames, M., Hymel, P. A., Loeppke, R., McKenas, D. K., et al. (2004). 
Using the World Health Organization Health and Work Performance 
Questionnaire (HPQ) to evaluate the indirect workplace costs of illness. 
Journal of Occupational and Environmental Medicine, 46(6), 523-537.
Kessler, R. C., Barber, C., Beck. A., Berglund, P., Cleary, P. D., McKenas, D., et al. 
(2003). The World Health Organization Health and Work Performance 
Questionnaire (HPQ). Journal of Occupational and Environmental Medicine 
45(2), 156-174.
Kinderman, P., & Tai, S. (2009). Psychological health and well-being: A new ethos 
ybr mgMfaZ AgaZrA.' A rgpo/Y q/^ f/zg grozzp o/z /?jyc/zoZogzcaZ ZzgaZrZz azz<2
wgZZZzgzMg. Accessed 1 July, 2012, from
http://www.bps.org.uk/sites/default/files/images/psychological_health_and_w 
ell-being_-_a_new_ethos_for_mental_health.pdf
Klatt, M. D., Buckworth, J., & Malarkey, W. B. (2009). Effects of low-dose 
mindfulness-based stress reduction (MBSR-ld) on working adults. Health 
Education & Behavior: The Official Publication o f the Society for Public 
Health Education, 36(3), 601-614.
Krasner, M. S., Epstein, R. M., Beckman, H., Suchman, A. L., Chapman, B., 
Mooney, C. J., et al. (2009). Association of an educational program in 
mindful communication with burnout, empathy, and attitudes among primary
118
care physicians. JAMA: Journal o f the American Medical Association, 
302(12), 1284-1293.
Mackenzie, C. S., Poulin, P. A., & Seidman-Carlson, R. (2006). A brief mindfulness- 
based stress reduction intervention for nurses and nurse aides. Applied 
Nursing Research: ANR, 19(2), 105-109.
Martm-Asuero, A., & Garcfa-Banda, G. (2010). The mindfulness-based stress 
reduction program (MBSR) reduces stress-related psychological distress in
healthcare professionals. The Spanish Journal o f Psychology, 13(2), 897-905.
McGarrigle, T., & Walsh, C. A. (2011). Mindfulness, self-care, and wellness in 
social work: Effects of contemplative training. Journal o f Religion & 
Spirituality in Social Work: Social Thought, 30(3), 212-233.
Noone, S. J., & Hastings, R. P. (2010). Using acceptance and mindfulness-based 
workshops with support staff caring for adults with intellectual disabilities. 
Mindfulness, 1(2), 67-73.
Pipe, T. B., Bortz, J. J., Dueck, A., Pendergast, D., Buchda, V., & Summers, J.
(2009). Nurse leader mindfulness meditation program for stress management: 
A randomized controlled trial. The Journal o f Nursing Administration, 39(3), 
130-137.
119
Robert!, J. W., Harrington, L. N., & Storch, E. A. (2006). Further psychometric 
support for the 10-item version of the Perceived Stress Scale. yowmaZ 
CoZZggg CoMTzWZZng, 9(2), 135-147.
Russel, S. S., Spitzmiiller, C., Lin, L. F., Stanton, J. M., Smith, P. C., & Ironson, G. 
H. (2004). Shorter can also be better: The Abridged Job in General Scale. 
Educational and Psychological Measurement, 64, 878-893.
Schenstrôm, A., Ronnberg, S., & Bodlund, O. (2006). Mindfulness-based cognitive 
attitude training for primary care staff: A pilot study. Complementary Health 
PmcrZcgRgvZgw, 22(3), 144-152.
Shapiro, S. L., Astin, J. A., Bishop, S. R., & Cordova, M. (2005). Mindfulness-based 
stress reduction for health care professionals: Results from a randomized trial. 
InternationalJournal o f Stress Management, 22(2), 164-176.
Stanley, E. A., Schaldach, J. M., Kiyonaga, A., & Jha, A. P. (2011). Mindfulness- 
based mind fitness training: A case study of a high-stress predeployment
military cohort. Cognitive and Behavioral Practice, 18(A), 566-576.
Stanton, J. M., Sinar, E. P., Balzer, W. K., Julian, A. L., Thoresen, P., Aziz, S., 
Fisher, G. G., & Smith, P. C. (2002). Development of a compact measure of 
job satisfaction. The abridged Job Descriptive Index. Educational and 
P.^ cZzoZogZcaZMgaj^ MrgmgMr, 62(2), 173-191.
120
Walach, H., Buchheld, N., Buttenmuller, V., Kleinknecht, N., & Schmidt, S. (2006). 
Measuring mindfulness -  the Freiburg Mindfulness Inventory (FMIO. 
Personality and Individual Differences, 40, 1543-1555.
Watkins, E., Scott, J., Wingrove, J., Rimes, K., Bathurst, N., Steiner, H., Kennell- 
Webb, S., Moulds, M., & Malliaris, Y. (2007). Rumination-focused cognitive 
behaviour therapy for residual depression: A case series. Behaviour research 
and therapy, 45, 2144-2154.
Wilkinson-Tough, M., Bocci, L., Thome, K., & Herlihy, J. (2010) Is mindfulness- 
based therapy an effective intervention for obsessive-intrusive thoughts: A 
case-series. CZZ/zZcaZ P^yc/zoZogy a/z(Z Pjyc/zof/zgropy, 27(3), 250-268.
Williams, M., & Penman, D. (2011). Mzzz<^ ZMg.y.y.' A pmctzcaZ gzzz^ g Zo^ M<2zzzg pgacg 
zzz a /razzrzc worZcZ. Piatkus: England.
Wood, A. M., & Tarrier, N. (2010). Positive clinical psychology: A new vision and 
strategy for integrated research and practice. Clinical Psychology Review, 30, 
819-829.
121
Major Research Project Second Proposai
Mindfulness in the workplace: A study considering the 
relationships between mindfulness, self-acceptance, 
stress and work engagement.
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BACKGROUND AND THEORETICAL RATIONALE
The role of a Clinical Psychologist as defined by the British Psychological 
Society (BPS) is to “reduce psychological distress and to enhance and promote 
psychological well-being" (BPS, 2012, para. 1). It has been argued that clinical 
psychology should take a leading role in promoting well-being as this may help to 
maintain good mental health (Wood & Tarrier, 2010).
Well-being within the workplace is an area of increasing interest. Several 
government agencies developed the Health, Work and Well-being initiative in 2005 
to protect and improve the health and well-being of the working age population 
(Department of Work and Pensions, 2012). Mindfulness can be considered to 
increase well-being. A review of mindfulness in clinical populations was carried out 
by Baer (2003), and was found to have a positive impact on physical and mental 
health problems including stress and psoriasis. Recent years have seen a surge in 
interest research for mindfulness in non-clinical populations. This project will 
consider mindfulness and work engagement.
Mindfulness is the practice of focusing attention on the present moment 
without judging it (Kabat-Zinn, 2003). The impact of mindfulness on employee’s 
mental health is beginning to be explored. There have been mixed results on the 
impact of mindfulness on depression and anxiety amongst employees. Burton, 
Pakenham and Brown (2010) found no impact on depression, whilst Gold et al.
(2010) reported a significant improvement. Out of four studies (Burton et al., 2010; 
Gold et al., 2010; Davidson et al., 2003; and Dunn, 2009) only Davidson et al. (2003) 
found a positive impact on anxiety; they were the only study to have a control group.
Several studies of mindfulness for employees have found a positive impact of 
a mindfulness intervention on stress assessed using self-report measures (Shapiro,
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Astin, Bishop & Cordova, 2005; Geary & Rosenthal, 2011; Klatt, Buckworth & 
Malarkey, 2009; McGarrigle & Walsh, 2007; Stanley, Schaldach, Kiyonagga & Jha, 
2011). Only three studies have not found a positive impact on stress (Noone & 
Hastings, 2010; Martfn-Asuero & Garcia-Banda, 2010 and Stanley et al., 2011). 
However, Noone & Hastings (2010) did not use a standardised measure and Martm- 
Asuero & Garcfa-Banda (2010) used a two-session intervention. Stanley et al. (2011) 
described how their participants were pre-deployed military and were unlikely to be 
in a position where stress reduction was possible.
Work engagement has become an area of increasing interest, partly due to the 
expanding amount of research that has focused on positive psychology (Schaufeli, 
Salanova, Gonzâlez-Romà & Bakker, 2002). Work engagement was originally 
considered to be the opposite of burnout (Maslach & Leiter, 1997), although 
Schaufeli et al. (2002) developed the idea to make engagement a separate but related 
factor. Schaufeli and Bakker (2001, cited Schaufeli et al. 2002) looked at burnout, 
and subsequently identified two factors related to well-being in the work place -  
activation, and identification. High activation (vigour) and high identification 
(dedication) were seen as the theoretical opposite of exhaustion (low activation) and 
depersonalisation (low identification) which are two factors believed to be related to 
burnout (Schaufeli et al., 2002). Absorption was added to the concept of engagement 
concept after a number of in depth interviews (Schaufeli et al., 2002).
Work engagement can be assessed using the Utrecht Work Engagement Scale 
(UWES, Schaufeli et al., 2002) or the Oldenburg Burnout Inventory (OBI, 
Demerouti & Bakker, 2007). The UWES considers work engagement to be a 
separate but related construct to burnout and assesses vigour, dedication and 
absorption (Schaufeli et al., 2002). The OBI assumes that engagement is the opposite
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of bumout and assesses exhaustion and disengagement along a continuum with
vigour and dedication at the opposite end (Demerouti & Bakker, 2007). Demerouti, 
Mostert and Bakker (2010) investigated whether bumout and engagement were 
opposite ends of the same spectrum using the UWES, OBI and Maslach Bumout 
Inventory (MBI). Cynicism and disengagement appeared to be the opposite of 
dedication, whilst exhaustion and vigour were not, although they were related. 
Demerouti et al. (2010) suggest that the reason for this difference is because vigour 
on the UWES contains motivational aspects, whereas this is not considered in the 
MBI. They conclude that the findings suggest that antecedents for bumout and 
engagement may be partially the same and partially different.
Absorption is an aspect of engagement on the UWES that refers to a person 
becoming happily immersed in their work (Schaufeli et al., 2002). Mindfulness has 
been hypothesised to be similar to absorption, however, absorption is believed to 
have a narrower focus of attention (Dane, 2011). A person who is more mindful may 
be able to be more absorbed, as mindfulness can make a person become more 
attentive (Brown & Ryan, 2003), although this has not yet been explored. Both are 
believed to be about attention in the present moment (Dane, 2011). This study will 
explore the idea that mindfulness will lead to higher work engagement in terms of 
absorption, as a person is more likely to be able to focus and concentrate if they are 
more mindful. The JD-R model of work engagement (Bakker & Demerouti, 2007) 
suggests a cyclical relationship between psychological resources and engagement. It 
is important to understand whether mindfulness may play a part in this cycle, as this 
could then lead to the suggestion that mindfulness interventions may be helpful for 
increasing engagement.
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Vigour as assessed by the UWES is related to higher levels of energy, 
resilience and persistence when working (Schaufeli et al., 2002). Mindfulness has 
been found to predict higher levels of persistence when participants were given a 
difficult task (Evans, Baer & Segerstrom, 2009). Mindfulness has also been found to 
improve resilience to stress (Meiklejohn et al., 2012). This suggests that vigour could 
be related to higher levels of mindfulness.
It is not clear how mindfulness will be related to dedication from the UWES. 
If a person is more mindful, they are likely to be able to focus their attention on goals 
that they control (Bond & Bunce, 2003) and as a result of this they are able to cope 
with tasks that may make them feel anxious or avoidant (Bond, Lloyd & Guenole, in 
press). People with higher scores on dedication enjoy challenges and feel enthusiastic 
(Schaufeli et al., 2002). It is believed that higher scores on mindfulness will be 
related to higher scores on dedication, as they may be less distracted.
Baer et al. (2008) describe how in order to understand the relationship of a 
complex construct with other variables, it is important to look at the different aspects 
of the construct. Baer, Smith, Hopkins, Krietemeyer and Toney (2006) developed the 
Five Facet Mindfulness Questionnaire which assesses different aspects of 
mindfulness: observing, describing, acting without awareness, non-judgement of 
inner experience and non-reactivity. This study will look at the relationship between 
these five factors and the three factors of work engagement (vigour, dedication and 
absorption).
The BPS proposed that it is the role of mental health services and employers 
to help people's well-being in the work place (Kinderman & Tai, 2009). The research 
surrounding the benefits of mindfulness interventions for employers in terms of 
engagement is lacking and one of the aims of this research is to help fill this void. A
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number of studies have already found that a mindfulness intervention improved
levels of stress (Shapiro, Astin, Bishop & Cordova, 2005; Geary & Rosenthal, 2011; 
Klatt, Buckworth & Malarkey, 2009; McGanigle & Walsh, 2007). If a person is 
mindful, they are more likely to become aware of their own psychological states such 
as stress and therefore be able to make efforts to minimise its impact. Brown and 
Ryan (2003) describe how awareness can lead to people being able to disengage 
from unhelpful thought and behaviour patterns. Coetzee and Villiers (2010) found a 
significant relationship between sources of job stress and work engagement, whilst 
Padula et al. (2012) found a significant relationship between occupational stress and 
work engagement. Job stress has been found to predict engagement (Malan, 2005) - 
stress had a negative effect on engagement. Therefore mindfulness may be 
negatively related to stress. It is important to understand the relationship between 
stress and mindfulness, and the consequences of this. This study will look at whether 
stress mediates the relationship between mindfulness and work engagement.
Bakker (2011) reviewed the antecedents and consequences of work 
engagement and found that personal resources such as self-esteem predict 
engagement. Self-esteem has been criticised as person is asked to evaluate 
themselves in terms of their global self-worth (Ellis, 1977). Self-acceptance is an 
alternative that allows a person to accept themselves for who they are, regardless of 
ability or competency (Ellis, 1977). Chamberlain and Haaga (2001) found that self- 
esteem correlated with narcissism, whilst self-acceptance did not. People higher in 
self-acceptance have been found to show lower levels of bumout, and it has been 
found to mediate the relationship between perfectionism and bumout (Hill, Hall, 
Appleton, & Kozub, 2008). Mauna, Kinnunen and Ruokolainen (2007) found that 
organization-based self-esteem predicted work engagement over a period of 2 years.
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whilst Xanthopoulou, Bakker, Demerouti and Schaufeli (2007) also found that self­
esteem was highly related to work engagement. It is possible that self-acceptance 
also predicts engagement, although this has not yet been explored. Thompson and 
Waltz (2008) found a positive correlation between trait mindfulness, self-esteem and 
self-acceptance, whilst Brown and Ryan (2003) found a positive correlation between 
mindfulness and self-esteem. Mindfulness meditation has been found to increase 
self-esteem post intervention (Kabat-Zinn, Lipworth, & Burney, 1985), although the 
participants all suffered from chronic pain. It is not clear how mindfulness, self­
acceptance and work engagement are related. Self-acceptance could mediate the 
relationship between mindfulness and work engagement. This study will explore the 
relationship between mindfulness, work engagement and self-acceptance. 
Mindfulness is believed to predict self-acceptance, and self-acceptance is 
hypothesised to predict engagement. It is hypothesised that self-acceptance will 
mediate the relationship between mindfulness and engagement, as if a person is able 
to accept themselves, they are less likely to have thoughts/feelings that interfere with 
their work tasks.
Hypothesis 1: Mindfulness will be positively related to the three different aspects of 
work engagement (vigour, absorption and dedication).
Hypothesis 2: Mindfulness will be negatively related to stress, and stress will 
negatively related to lower levels of engagement.
Hypothesis 3: Stress will partially mediate the negative relationship between 
mindfulness and work engagement.
Hypothesis 4: Mindfulness will predict self-acceptance, and self-acceptance will 
predict work engagement.
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Hypothesis 5: Self-acceptance will partially mediate the negative relationship 
between mindfulness and work engagement.
Research Question
How is mindfulness related to stress, self-acceptance and work engagement in 
employees?
METHOD
Design
This study will be a cross-sectional online survey design.
Participants
Inclusion Criteria: Male and females over the age of 17 who are in full time 
employment and live in the UK
Exclusion Criteria: People who work part time (under 35 hours per week 
(Direct.gov, 2013) as part time workers have been found to differ in attitudes 
compared to full time workers (Conway & Briner, 2002), and be less involved with 
their jobs (Thorsteinson, 2003).
Bootstrapping methods will be used to examine mediation. A sample size of 
78-162 is considered to be sufficient to detect a large-medium or small-medium 
indirect effect respectively (Fritz and MacKinnon, 2007). To detect a correlation with 
a medium effect size (r=. 03) with a power of 95% using a 2-sided test to test 
whether the correlation coefficient is different at a .05 significance level, a total of 
134 participants are needed (Calculated using G*Power, v.3.1.6). As a result, a 
minimum of 162 participants will be recruited.
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Measures
The questionnaire will begin with questions on demographics, work 
characteristics, and current mindfulness practice. Occupation will be assessed using 
the same categories as the Office for National Statistics. Appendix A contains all 
questionnaires.
The Perceived Stress Scale 10 (Cohen & Williamson, 1988). This has been 
found to be reliable and valid in a non-clinical sample of college students, providing 
the factor structures of Perceived Helplessness and Perceived Self-Efficacy (Roberti, 
Harrington, & Storch, 2006). Cronbach’s alpha for the overall measure was .89, 
whilst for the Perceived Helplessness it was .85, and for Perceived Self-Efficacy it 
was .82. It was developed from the original Perceived Stress Scale (Cohen, Kamarck 
& Mermelsein, 1983).
The Utrecht Work Engagement Scale (UWES, Schaufeli et al. (2002). 
This assess 3 different factors of engagement; vigour, absorption and dedication. The 
UWES has been used in several different countries and has been found to have a 
Cronbach's alpha between .80 and .90 (Schaufeli, Bakker & Salanova, 2006). It has 
been translated into English, and has been found to be reliable in Australia, Canada 
and South Africa (Schaufeli et al., 2002).
The Unconditional Self-Acceptance Questionnaire (USAQ; Chamberlain 
& Haaga, 2001). This is a 20-item measure that has been found to be correlated with 
self-esteem, although one of the main differences found is that self-esteem correlates 
with narcissism, whilst self-acceptance does not (Chamberlain & Haaga, 2001). 
Chamberlain and Haaga (2001) reported a moderate internal consistency (alpha 
=.72), whilst Thompson & Waltz (2008) reported a = .79.
130
The Five Facet Mindfulness Questionnaire (Baer, Smith, Hopkins, 
Krietemeyer & Toney, 2006). This has five subscales -  observing, describing, 
acting without awareness, non-judgement of inner experience and non-reactivity. A 
benefit of this measure is that it has been validated on people who are not practising 
mindfulness and found that each of the subscales show adequate to good internal 
consistency (“nonreactivity alpha = .75, observing alpha = .83, acting with awareness 
alpha = .87, describing alpha = .91, and nonjudging alpha = .87", pg 36, Baer et al., 
2006). It also is perceived as a more comprehensive mindfulness questionnaire as it 
captures several different aspects of mindfulness (Thompson & Waltz, 2008).
Other materials presented to participants
Appendix B contains the adverts for the study. Appendix C contains the 
written instructions for clients. Appendix D contains the written consent form.
Procedure
This study will use social networking sites to advertise for participants, 
including Facebook, Twitter, and Linked in. An opportunistic snowball sampling will 
be used; family, friends and colleagues will be asked forward the survey link to other 
colleagues and family. Businesses will be emailed to enquire about participation for 
employees. Adverts will be placed around the university and other buildings.
Participants will be asked to follow a link to an online survey. This will 
include the information sheet and consent form. They will be asked to fill in the 
questionnaires. At the end of the survey they will be asked to enter their email 
address if they wish to be entered for the prize draw of a L50 Amazon voucher.
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Participants will be thanked for their time and shown a debrief screen. 
Contact details of the principal investigator and research supervisor will be displayed
at the end of the survey in case participants would like to receive a summary of the 
research when it is completed.
Feasibility Issues
The online survey design minimises the cost of the project, enabling for the
research budget to be spent on advertising the study. The questionnaires will be 
piloted to screen for errors and unforeseen problems. It is likely to take
approximately 15-20 minutes to complete, which may lead to a high drop-out rate. 
The online design will be checked to ensure it user friendly and that the instructions 
are clear.
Ethical considerations
Data will be collected anonymously; no identifying information will be 
collected. All data will be destroyed after Ave years (depending on the requirements
of any journal articles published). Participants may withdraw at any time and will be 
shown the information and consent form to ensure they are aware of this. Participants 
will be asked to tick a box to confirm that they have understood these. They will be 
given to opportunity to contact the researcher at this point if they have any questions 
before consenting to take part. Participants will be asked for their email address if 
they wish to enter the prize draw for a £50 voucher. However the email addresses 
will be destroyed immediately after the draw, and will not be kept with the answers. 
Participants will be informed that they are able to withdraw at any point up until they
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have clicked the answer to the last question (see Appendix E). The data will only be 
available to be seen by the research and supervisors.
It is not believed that the surveys will cause any participants any distress. 
However, if they do experience distress, they will be encouraged to contact the 
researchers or MIND (see Appendix F). The data will be stored in accordance with 
the Data Protection Act (1998) on password protected computer.
The consent form, ethic form and advertisement (Appendices B, C and D) 
have been adapted from versions of the forms supplied by Barbara Riddell (Service 
User and Carer Involvement Coordinator). These forms have been constructed by 
service users and carers in collaboration with Barbara. Barbara has advised over the 
design and wording for my adapted version in order to ensure clarity and 
comprehension to the general population.
R&D Considerations
This study does not need NHS ethical approval because it is not targeting a 
clinical population. It will be submitted to the University of Surrey ethics committee.
Proposed Data Analysis
Characteristics of the participants such as age, gender and occupation will be 
explored. Descriptive statistics including the means, standard deviations will be 
calculated for the questionnaires, and the relevant subscales within them. Correlation 
analysis will be carried out between mindfulness and all main study variables.
Mediation analysis will be used to assess whether stress mediates the 
relationship between mindfulness and work engagement, as well as to find out if self­
acceptance mediates the relationship between mindfulness and work engagement.
133
Bootstrapping will be used to ensure there is adequate power (Hayes, 2009). 
Depending on the results of the above analysis, structural equation modelling may be 
used.
Service User and Carer Consultation / Involvement
I have consulted Barbara Riddell (Service user and carer involvement 
coordinator) surrounding our information sheet and ethics form.
Dissemination strategy
This project will be submitted to a peer-reviewed journal. I will apply to 
present it at the Mindfulness at Work annual conference.
Study Timeline 
March 2013
April 2013-September 2013 
September 2013-December 2013
March 2013 
April 2013 
December 2013 
January 2014
MRP course approval, and ethics
Data collection 
Data analysis 
Introduction 
Method 
Results
Discussion and Complete Draft
Signatures 
Lisa Lee-Falcon
Linda Morison 
Susan Peacock
Date 7/4/2013 
Date 15/2/2013 
Date 17/2/2013
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ABSTRACT
Mindfulness is the practice of focusing on the present moment without 
judgement (Kabat-Zinn, 2003). Research has found a positive impact of mindfulness 
in several different clinical settings (Baer, 2006) and consequently the interest of 
mindfulness in non-clinical settings is beginning to increase. The aim of this study 
was to synthesize the quantitative data on mindfulness interventions in the workplace 
and suggest further avenues of research. Twenty-two published articles dating from 
before January 30* 2012 in Psychlnfo, PubMed, Medline and Web of Science, and 
two known studies were reviewed. Key words included mindfulness, business, 
performance, stress and work. Key themes included performance, physiological 
measures, well-being, general health, and mental health. The main conclusion is that 
mindfulness interventions in the workplace have a positive effect.
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INTRODUCTION
Mindfulness is the practice of focusing on the present moment without 
judgement (Kabat-Zinn, 2003). Jon Kabat-Zinn developed the mindfulness-based 
stress reduction program (MBSR) in 1979 and since then there have been several 
other interventions developed with mindfulness at its core (Kabat-Zinn, 2003). 
Mindfulness has been found to have a positive impact when applied in several 
different clinical groups including chronic pain (Kabat-Zinn, 1982), cancer (Speca, 
Carlson, Goodey & Angen, 2000) and binge eating (Kristeller and Hallett, 1999). 
Baer (2003) carried out a review of mindfulness in clinical settings and found that 
although there were many methodological flaws in the studies that had been 
conducted, there was a positive impact of mindfulness on psoriasis, cancer and stress 
when compared to a control. Mindfulness can be seen as a useful intervention as it 
has been used as an independent intervention, is time limited and once a person has 
undertaken an initial course they can then practice independently (Praissman, 2008).
Mental health can be positively influenced by mindfulness. Hofmann, 
Sawyer, Witt and Oh (2010) carried out a meta-analysis on mindfulness interventions 
and found that they were moderately effective for improving anxiety as well as mood 
symptoms. Research into the positive impact of mindfulness on mental health has led 
to the inclusion of mindfulness as a recommended treatment by NICE in 2004. 
Mindfulness-based cognitive therapy (MBCT) is currently recommended in the 
NICE guidelines (2009) for people whom have previously suffered from 3 or more 
periods of depression and are currently in remission in order to prevent relapse.
Mindfulness has also been found to have a positive impact on attention (Jha, 
Krompinger, & Baime, 2007), including sustained attention (Valentine, & Sweet,
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1999). Jha, Stanley, Kiyonaga, Wong and Gelfand (2010) found that higher levels of 
mindfulness practice protects against the negative impact stress can have on working 
memory capacity.
Mindfulness has also been found to have an impact on the brain as well as 
emotional health. Lazar et al. (2000) found that participants engaging in Insight 
meditation (a form of mindfulness) had thicker brain regions in the prefrontal cortex 
and right anterior insular (regions associated with attention and sensory processing) 
compared to controls. It was found that these areas were thicker in those whom had 
more experience meditating.
Harter, Schmidt and Keyes (2002) reviewed evidence that suggests positive 
affect can improve productivity in the work place. This can be seen to be beneficial 
for both employees and employers. There has been increasing interest in 
mindfulness-based interventions in the non-clinical population. The strength of the 
evidence surrounding mindfulness has lead to several different groups adapting and 
implementing mindfulness interventions within their workplace. For example. 
Transport for London have found that offering a mindfulness course combined with 
psycho education and cognitive behavioural therapy has led to a reduction in days 
off, depression and stress (Halhwell, 2010). Other organisations that have also 
implemented mindfulness interventions include AOL, ebay, and Reebok (Adams, 
2012). Mindfulness has been utilised in schools (Biegel and Brown, n.d.) as well as 
universities such as the University of Surrey. Managing employees stress levels and 
maintaining mental health is of clear benefit to the individual involved. However, it 
can have positive implications financially for the employee as well as it may mean 
that a person does not need to take sick leave, and it may affect performance when at 
work.
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Mindfulness interventions within the workplace are relatively new. The aim 
of this review is to examine how the interventions have been adapted for the 
workplace and to systematically review the outcomes of these interventions. Finally, 
this review will suggest further avenues of research and implementation. This review
will begin by examining the different mindfulness interventions and how they are 
received within a work place. It will then move on to reviewing the impact of these 
interventions on emotional health, physical health, and performance.
METHOD
Four electronic databases were searched (Psychlnfo, Medline, PubMed and 
Web of Science) using the search term ‘mindfulness’ with one of the following four 
words, ‘business’, ‘performance’, ‘stress’ or ‘work’ in the whole of the text. Papers 
published up to January 2012 were included.
The following inclusion criteria were applied: the articles must be in the 
English language and be published before January 30* 2012. Articles needed to 
include original studies with adult participants (18 or over), and include mindfulness 
interventions within the workplace with quantitative measures. Studies including 
students were excluded. Dissertations were included if it was possible to get the full 
electronic version on the Internet. Articles were excluded if they were about 
interventions surrounding sports, organizational mindfulness or had no outcome 
measures. Two papers were added as a result of a discussion with an expert in the 
field.
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RESULTS
The search led to a total of 1821 unique articles being generated. These 
articles were inspecting according to the above criteria, leading to a total of 24 
studies being included in the review. Please see Table 1 (Appendix A) for a 
summary of the different interventions used by each study and Table 2 (Appendix B) 
for the outcome measures and the associated statistics.
Mindfulness Interventions in the Workplace
There were a variety of different types of interventions involving mindfulness 
used in the studies found. Table 1 (Appendix A) summarises each of these. Nine of 
the studies used the full 8-week MBSR program developed by Kabat-Zinn (Cohen- 
Katz et al., 2005; Davidson et al., 2003; Geary & Rosenthal, 2011; Giluk, 2010; Gold 
et al., 2010; Martin-Asuero & Garcia-Banda, 2010; Shapiro, Astin, Bishop, & 
Cordova, 2005; Walach et al., 2007; Davis, 2010). MBSR consists of eight weekly 
meetings as well as a day retreat; the original MBSR intervention was ten weeks long 
(Kabat-Zinn, 1982). MBSR consists of three main mindfulness meditation practices 
(Kabat-Zinn, 1982). These are sweeping (attention focused on the body, sweeping 
through from feet to head), mindfulness of breath and perceptions, and Hatha yoga 
(Kabat-Zinn, 1982). Practice at home is essential. The eight studies using the full 
MBSR course did not all utilise the day retreat.
Cohen-Katz et al. (2005) found a significant improvement in Mindfulness 
Attention and Awareness Scale (MAAS, Brown & Ryan, 2003) scores post 
intervention in the MBSR group, but not in the control group. This was maintained 
three months after the intervention. Gold et al. (2010) used the Kentucky Inventory 
of Mindfulness Skills (Baer, Smith, & Allen, 2004) which consists of the subscales
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observe, describe, act with awareness and accept without judgement. The overall 
KIMS score did improve post-intervention as did the accept without judgement 
subscale, but the other subscales did not reach significance independently. This could 
also be because of the relatively small sample size (Gold et al., 2010). These results 
suggest that the standard MBSR intervention does increase mindfulness, although six 
of these studies did not measure mindfulness.
Stanley, Schaldach, Kiyonaga and Jha (2011) adapted mindfulness training in 
order for it to be useful in a military setting. It needed to be adapted due to the 
necessity of fitting it into pre-deployment training and also address the different 
power dynamics that exist within this setting (Stanley et al., 2011). Stanley et al. 
(2011) described how the troops did not choose to engage in the training, and 
therefore more didactic material was included to increase motivation to engage. 
Resilience to stress was also promoted as the participants in this study were in their 
pre-deployment training and therefore about to have increased exposure to stress. 
This demonstrates how mindfulness interventions can be tailored to the individual 
workplace. Less practice was required compared to the standard MBSR program due 
to other demands on time. Despite the lower levels of practice required, Stanley et al. 
(2011) found a significant Time x Group interaction on mindfulness scores.
McGarrigle and Walsh (2011) also utilised an eight week intervention; 
Cultivating Emotional Resiliency in Education (CARE). This is designed to help 
teachers become more emotionally aware by using mindfulness (Garrison Institute, 
n.d). The Garrison Institute (n.d) describe how the program is designed to run for 
four full days, although McGarrigle and Walsh (2011) adapted this to be eight x two- 
hour sessions. Despite this, there was still an increase in mindfulness scores on the 
Mindfulness Attention and Awareness Scale (MAAS, Brown & Ryan, 2003). This is
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another demonstration of how mindfulness has been adapted to effectively meet the 
needs of the workplace and that a shorter intervention without a day retreat can still 
improve mindfulness. However, they did not have a control group.
One of the longest interventions consisted of 11 sessions and was called the 
READY program (Resilience and Activity for every DaY; Burton, Pakenham & 
Brown (2010). This was based on Acceptance and Commitment Therapy (ACT) and 
included several factors including mindfulness, acceptance, cognitive behavioural 
therapy and resilience. A benefit of this study is that they did measure mindfulness 
and found a significant improvement. However, it is difficult to ascertain whether 
any other outcomes described later in the literature review are related to mindfulness 
or one of the other factors of the intervention as correlations between mindfulness 
and the other measures are not reported and there was no control group. Flaxman and 
Bond (2010) also used a mindfulness intervention based on ACT, combining CBT 
and mindfulness. However, this was a much shorter intervention and only consisted 
of three sessions. Noone and Hastings (2010) utilised Acceptance and Commitment 
Therapy in combination with mindfulness in their study using the Promotion of 
Acceptance in Carers and Teachers (PACT) program. Neither of these studies 
utilised a measure of mindfulness, so care must be taken as any changes in results 
discussed later in the paper may not be due to the mindfulness section of the 
intervention.
Schenstrom, Ronnberg and Bodlund (2006) based their intervention on 
MBSR and cognitive therapy. Their intervention consisted of a lot more hours than 
the standard MBSR intervention (3 two day workshops and 1 one day workshop). It
is not clear how feasible this would be in the majority of working environments, as 
businesses would have to pay for the mindfulness training and loose a lot of working
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days per employee. Schenstrom, Ronnberg and Bodlund (2006) found a significant 
increase in mindfulness post-intervention, but at time 3 this was only significant at p 
= .015. However, they did not have a control group to compare to. Giluck (2010) 
used mindfulness based cognitive therapy (MBCT) with two of her participants and 
MBSR on 27 of them. This can be seen to be a problem as they are two different 
interventions although they do both include mindfulness. Giluck (2010) reported a 
significant increase in mindfulness post-intervention but did not report separate 
results for each intervention. MBCT is a combination of cognitive therapy and 
mindfulness. Galantino, Baime, Maguire, Szapary and Farrar (2005) also combine 
cognitive theory and mindfulness. Galantino et al. (2005) and Giluck (2010) both 
utilised eight-week interventions.
Krasner et al. (2009) combined mindfulness, narrative medicine and 
appreciative inquiry as an intervention that was longer than the usual MBSR. Ten 
monthly maintenance sessions were added to the usual program. The benefits of this 
compared the other interventions will be considered later on in the review.
Dunn (2009) utilised mindful hatha yoga and included meditation, breath 
work and physical postures. This intervention was shorter in length (six weeks) and 
time. There was a not a significant increase on the Philadelphia Mindfulness Scale 
(Cardaciotto et al., 2008) post-intervention. The reason for this is not clear; it could 
be due to the small sample size of 6, shorter intervention, no impact on mindfulness, 
or not as much focus on mindfulness in the intervention. The trend of scores was 
towards improvement.
There were three studies that also used MBSR, but they used a shorter 
version, which may be more accessible and practical in the workplace. Klatt, 
Buckworth and Malarkey (2009), Mackenzie, Pouline and Seidman-Carlson (2006)
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and Pipe, Bortz and Dueck (2009) varied between utilising less sessions over a fewer 
number of weeks. Despite the shorter intervention, Klatt et al. (2009) reported an 
increase in mindfulness on the MAAS, which was not found in the control group.
Franco, Manas, Cangas, Moreno and Gallego (2010) utilised flow meditation, 
which consisted of mindfulness practice. This was also an 8-week intervention.
Harvard Pilgrim (personal communication with Susan Peacock, August, 
2011) had the benefit of a large number of participants. However they offer both an 
eight-week mindfulness course and a four-week mindfulness course, and the results 
are not split into these categories. It would have been beneficial to find out the 
comparisons between the two groups.
Andy Lee (personal communication with Susan Peacock, 6* Feb, 2012) has 
conducted a survey of 27 companies/organisations conducting mindfulness 
interventions in the workplace. Of these, 22% consisted of a single session, 9% 
consisted of one session with follow up(s), whilst the rest were a series of sessions. 
Seventy-eight percent of those conducting a series of sessions provided seven or 
more sessions, indicating that companies are receptive to putting a large level of 
commitment to mindfulness interventions.
As can be seen from Table 1 (Appendix A), only 11 of the studies utilised a 
control group. There are several different types of interventions, which makes it 
harder to make direct comparisons. However, measures of mindfulness help to 
negate this. Only six of the studies can be seen to be distinctly shorter and less 
intensive than the standard mindfulness interventions (Dunn, 2009; Flaxman & 
Bond, 2010; Klatt, Buckworth & Malarkey, 2009; Mackenzie, Pouline & Seidman- 
Carlson, 2006; Noon & Hastings, 2010; and Pipe, Bortz & Dueck, 2009). It could be 
interesting to look into this further by asking employers what they would be prepared
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to invest into an intervention like this, and how the times scales involved may have 
an impact. Further research could also compare the same intervention such as
MBSR, and find out the impact of duration and intensity on outcomes. For example, 
what is the impact of a two-week MBSR intervention, compared to a four-week
intervention and an eight-week intervention?
How mindfulness courses are received in the workplace
Martin-Asuero and Garcia-Banda (2010) reported that 92% of participants 
evaluated the course in a positive way. Walach et al. (2007) found that participants 
rated their satisfaction of the course as being 8.8 at follow up although it is not clear 
what this is out of. Cohen-Katz, Wiley, Capuano, Baker and Shapiro (2005) had ten 
of their participants complete evaluation forms surrounding the course. All felt that 
they had gained something of lasting value from the course and the average score out 
of ten (ten being high) for how important the MBSR had been was 9.3.
Klatt, Buckworth and Malarkey (2009) found that the daily meditations and 
the weekly meetings were the most highly valued aspects of MBSR-ld. The lowest 
scoring item was the reflection questions, which gained an average rating of 5.5/10. 
All other factors scored above an average of 7.2 (weekly session, body scan, yoga 
stretches, breathing awareness, meditation, handouts, teacher personality and 20 
minute CD). This is the only study that evaluated the separate components. It would 
be interesting to see if different professions reported this differently. Dunn (2009) 
found that five of six participants were extremely satisfied whilst the other was 
mostly satisfied with the program. The problem with the evaluation overall is that it 
may be that the people who dropped out were the ones who would have rated the
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course in a negative way, so there is a lack of opportunity to learn from their 
conunents.
Participant Aims
It is important to remember that the aim of a participant may not fit neatly 
into any of the scales already mentioned. Gold et al. (2010) sought to address this by 
asking participants to record their main problem and to rate its severity using the 
Global Problem Scale (Marks & Mathews, 1979). They were then asked to rate how 
much they felt their problem had improved after MBSR. The mean level of 
progression towards these goals was 60% after a period of three months. Many of 
these goals were not reported due to confidentiality, but finding these out pre- 
intervention could lead to a better-tailored intervention. Walach et al. (2007) did not 
use any formal measures of goal attainment but did find that 82% reported that they 
had obtained their own personal goals and this was maintained at two months. 
Harvard Pilgrim (personal communication with Susan Peacock, August, 2011) 
found that 71% of participants gained the benefits they expected to gain, although it 
is not clear what the benefits they expected actually were.
Gender
Gender is not a factor that has been specifically analysed in any of the papers. 
Table 4 shows that the majority of the participants in the studies are female, only 3 of 
the studies report a majority of males. The reason for this is not clear. It may be that 
there is a differential level of interest in mindfulness across males and females, or it 
could be the disproportion of males and females in the professions utilised in these 
studies. For example, 5 of the studies used teachers and nurses (see Appendix A),
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and over 90% of nurses trained in the UK are female (Buchan, 2007) and about 88% 
of primary school teachers between 1997 and 2005 were female (McNamara,
Howson, Gunter, Sprigade, & Onat-Stelma, 2008). This requires further exploration.
Practice
A requirement of many mindfulness courses is practice, although the 
frequency and duration of this can vary. Adherence can impact on the outcome 
measures. Five studies required daily practice but did not assess compliance (Franco, 
Manas, Cangas, Morenno & Gallego, 2010; Galantino, Baime, Maguire, Szapary & 
Farrar, 2005; Mackenzie, Poulin, & Seidman-Carlson, 2006; Pipe, Bortz & Dueck, 
2009; and Shapiro, Astin & Bishop, 2005). Giluk (2010) and Klatt, Buckworth & 
Malarkey (2009) do not report the results of practice logs, although Klatt et al.
(2009) found that participants were pleased with the 20-minute practice (reduced 
from the usual 45 minute requirement) in the low dose MBSR intervention as this 
could be fitted into a 20-minute work break. Harvard Pilgrim (personal 
communication with Susan Peacock, August, 2011) do not report practice time 
during the course, although they did have the benefit of a longer term follow up. 
After six months, 84% of participants were using mindfulness techniques, with an 
average of 23 minutes of practice, 4 days a week. However, less than half of the 
original participants filled in these measures, which could mean that these results are 
distorted and that those who did not fill in the survey did not do so because they were 
no longer interested in the mindfulness program. There was no control group to 
compare this to.
157
Table 4
Paper Female Male
Burton, Pakenham and Brown (2010). 15 85
Cohen-Katz et al. (2005) 100 0
Davidson et al. (2003) 76 24
Dunn (2009) 100 0
Franco, Manas, Cangas, Moreno and Gallego (2010) 57 43
Galatino, Baime, Maguire, Szapary and Farrar (2005) 96 4
Geary and Rosenthal (2011) 85 15
Gold et al. (2010). 91 9
Harvard Pilgrim (personal communication with Susan Peacock, 31st 93 7
August, 2011)
Klatt, Buckworth and Malarkey (2009) 77 23
Krasner et al. (2009). 46 54
Mackenzie, Pouline and Seidman-Carlson (2006) 94 6
McGarrigle and Walsh (2011) 92 8
Noone and Hastings (2010) 71 29
Pipe, Bortz, and Dueck (2009) 100 0
Stanley, Schaldach, Kiyonaga and Jha (2011) 0 100
Walach et al (2007) 55 45
Davidson et al. (2003) found at T2 that participants were practicing 2.55
times per week on average for a mean of 16.19 minutes. At T3, this had decreased to
158
14.21 minutes, 2.15 times per week. Dunn (2009) found many instances of no
practice per week. Two studies reported that higher levels of practice lead to a 
significant increase in mindfulness (Stanley, Schaldach, Kiyonaaga & Jha, 2011; and 
Schenstrom, Ronnberg & Bodlund, 2006). Stanley et al. (2011) compared this to 
both a control and a low practice group.
Walach et al. (2007) reported that participants did practice for 30 minutes per 
day for Bve days on average. Stanley et al. (2011) found that scores on the Personal 
Outlook Scale (Bodner & Langer, 2001) significantly predicted the amount of 
practice time a participant engaged in. It would be useful to investigate ways of 
improving adherence to practice requirements, as this can impact on the potential 
benefits.
Emotional Impact
The General Health Questionnaire (GHQ-12) measures a person’s general 
psychological well being. Noone and Hastings (2010) and Flaxman and Bond (2010) 
reported significant improvements post-intervention, although Flaxman and Bond
(2010) found that this was not maintained after 12 weeks. However, 69% of 
participants whom originally scored in the clinically significant range reported a 
clinically significant improvement. Noone and Hastings (2010) had no longer term 
follow up although they did find that the greatest improvement was with those who 
did not have any professional qualifications and who reported higher scores 
originally on both the GHQ and the SSQ. This is the first study to consider 
education, and it could be useful to research further the target groups whom would 
benefit the most.
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Geary and Rosenthal (2011) reported a significant improvement on the Daily 
Spiritual Experiences Scale in the intervention group but not in the control group. 
This was maintained over 12 months. The Self-Compassion Scale (Neff, 2003) was 
used by Shapiro, Astin, Bishop and Cordova (2005). There was a significant 
improvement post-intervention compared to the control group. Walach et al. (2007) 
looked at locus of control using The Fragebogen zu Kontrolluber-zeugungen (FKK). 
There were significant increases in self-concept, self-efficacy and intemality, and a 
decrease in externality although this final result was not significant. Dunn (2009) 
found a significant change in self-efficacy pre to post treatment, although this finding 
was not replicated by Davis (2010). This could be due to the different focus of the 
interventions -  Davis (2010) used a standard MBSR intervention whilst Dunn (2009) 
focused on hatha yoga. It can be seen that overall, mindfulness has a positive impact 
in many areas of a persons life.
The Short Form-36 is a measure of general well being and can be split into 
two main components; physical health and mental health. Geary and Rosenthal
(2011) found at 12 month follow up, the intervention group showed significant 
improvement in the mental component section. This was not found to be the case at 
two months although the reason for this is not clear. There was a significant 
improvement in the physical component score in the intervention group post- 
intervention, but this was not maintained at follow-up. Burton, Pakenham, and 
Brown (2010) used a scale that considered autonomy, environmental mastery, 
personal growth, positive relations, purpose in life and self-acceptance (RyfT s Scales 
of Psychological Well-Being, 2003). The only change which remained significant 
post-intervention after Bonferroni adjustment was mastery. Dunn (2009) also used 
this measure and found that there was not a significant change in scores pre to post
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intervention. Schenstrom, Ronnberg and Bodlund (2006) used the WHO-5 Well- 
Being Questionnaire (Bech, 2004) to measure a persons well-being. They found that 
the intervention did leave to an increased level of well being which was maintained 
three months later. The results show that mindfulness has an impact on some areas of
well being, but not on all areas. Mental health is more highly impacted than physical 
health.
Burnout
The Maslach Burnout Inventory (Maslach, Jackson & Leiter, 1996) was used
by six of the studies in this review (Krasner et al., 2009; Galantino, Baime, Maguire, 
Szapary & Farrar, 2005; Shapiro, Astin, Bishop, & Cortova, 2005; Mackenzie, 
Poulin & Seidman-Carlson, 2006; Cohen-Katz et al., 2005; Davis, 2010). It consists 
of 3 subscales; emotional exhaustion, depersonalisation and personal 
accomphshment.
Shapiro et al. (2005) and Mackenzie et al (2006) reported the overall scores. 
Shapiro et al. (2005) found no significant difference compared to a control group.
Mackenzie et al. (2006) found that an increase in MBI in the control group led to a 
significant Group x Time interaction. This suggests that the intervention may be a 
protective factor, which is positive considering that Mackenzie et al. (2006) had a 
low intensity intervention.
Five of the studies reported the subscales, and all (Galantino et al., 2005; 
Krasner et al., 2009; and Cohen-Katz et al., 2005; and Mackenzie et al., 2006) except 
Davis (2010) found a significant decrease in emotional exhaustion. Mackenzie et al. 
(2006) found this significant when looking for an interaction with the control group. 
They also reported a significant Group x Time interaction for depersonalisation.
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Krasner et al. (2009) was the only other study that reported a significant
improvement for depersonalisation. What is interesting here is that Krasner et al. 
(2009) had the longest intervention and included more than just mindfulness, whilst 
Mackenzie et al. (2006) had one of the shortest and was based on MBSR. It is not 
clear why the more standard length MBSR interventions did not find a significant 
difference. Only one study found a significant improvement on personal 
accomplishment (Krasner et al., 2009) and this was the longest intervention 
suggesting that more intensive intervention is needed to change this. Davis (2010) 
reported an initial increase in personal accomplishment, but did not report whether 
this was significant or not. In this study it is also reported that there was a decrease in 
personal accomplishment scores, although again the significance levels are not 
reported. This makes it very difficult to comment upon these findings.
Depression and Anxiety
Two studies (Gold et al., 2010; Burton, Pakenham & Brown, 2010) used the 
Depression Anxiety Stress Scales (DASS, Lovibond & Lovibond, 1995) to assess
depression and anxiety. This has been found to be reliable in non-clinical samples 
(Crawford & Henry, 2003). Burton et al. (2010) also used the Centre for 
Epidemiological Studies Depression Scale (Radloff, 1977). Gold et al. (2010) 
reported the only significant change, which was on the depression subscale post 
intervention. Neither were lower dose interventions and neither had a control group. 
Burton et al. (2010) hypothesise that the reason for the lack of significance is that the 
scores pre-intervention were below clinical significance before the intervention, 
although this contradicts its validation on non-clinical samples. Both had small 
sample sizes.
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Neither of the two studies above found an impact of the intervention on 
anxiety. Two other studies also assessed anxiety (Davidson et al., 2(X)3; Dunn, 2(X)9).
Only one of these studies found a significant improvement post-intervention in the 
intervention group (Davidson et al. 2(X)3), which was also the only study to have a 
control group. Davidson et al. (2003) is the only one of these four studies to specify 
daily practice, which may be the reason for the different results.
Four studies used the PANAS (Davidson et al., 2003; Guilk, 2010; Burton et 
al., 2010; Martm-Asuero & Garcia-Banda, 2010). This measures positive and 
negative affect (Watson, Clark & Tellegen, 1988) and is reliable in non-clinical 
populations (Crawford & Henry, 2004). None of the studies found any change on 
positive affect post-intervention except Guilk (2010), although this was not 
maintained after 1 month. Guilk (2010), Martm-Asuero et al. (2010), and Davidson 
et al. (2003) all reported a significant decrease in negative affect; Martm-Asuero et 
al. (2010) and Davidson et al. (2003) also found that this was maintained three and 
four months later respectively. All of these interventions were full length; it would be 
interesting to find out if a similar pattern of results exists for shorter interventions.
The SCL-90-R (Derogatis, 2002) was developed to measure distress and also 
contains the Global Severity Index (GSI). Franco, Manas, Cangas, Moreno and 
Gallego (2010) report a significant improvement post-intervention, which was not 
found in the control group. Two studies also found a significant decrease in the GSI 
post-intervention (Geary & Rosenthal, 2011; Martm-Asuero & Garcia-Banda, 2010). 
Geary and Rosenthal (2011) have the benefit of being able to report this as 
significantly improved at one year follow up and with a control group.
The Brief Symptoms Inventory is a condensed version of the SCL-90-R 
(Derogatis, 1993). Shapiro, Astin, Bishop and Cordova (2005), Davis (2010) and
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Cohen-Katz et al. (2005) all report non-significant improvements overall. The reason 
for these different results compared to those on the SCL-90-R is unclear -  all studies 
were full-length interventions. Shaprio et al. (2005) hypothesized there was a small 
sample size and therefore lack of power, whilst Cohen-Katz et al. (2005) suggest that 
the BSI is not sensitive enough for high-functioning, non-clinical populations.
Stress
One of the main aims of mindfulness is to reduce stress. Five studies 
(Shapiro, Astin, Bishop & Cordova, 2005; Geary & Rosenthal, 2011; Klatt, 
Buckworth & Malarkey, 2009; McGarrigle & Walsh, 2007; Stanley, Schaldach, 
Kiyonagga & Jha, 2011) used the Perceived Stress Scale (Cohen, Kamarck & 
Mermelstein, 1983) to assess change post intervention. All found a significant 
decrease post-intervention except Stanley et al (2011). The population sample in 
Stanley et al. (2011) could be the reason for this difference -  they were military 
about to be deployed to Iraq, which as Stanley et al. (2011) explain, means that their 
stress levels are likely to increase. (2011). Geary and Rosenthal (2011) found that 
this change was maintained after 1 year. Klatt et al. (2009) offered low dose MBSR 
and whilst these results suggest that it is just as good as standard MBSR, there was 
no long-term follow-up. McGarrigle et al. (2007) adapted mindfulness specifically 
for teachers and this suggests that it was successful. It would have been interesting to 
compare this intervention with the standard intervention on the same population. 
Gold et al. (2010) used MBSR with teachers and found a decrease in stress using the 
Depression Anxiety Stress Scales (Henry & Crawford, 2005; Lovibond & Lovibond, 
1995). Harvard Pilgrim (personal communication with Susan Peacock, 3C‘ August, 
2011) used their own scale to assess stress and found a significant improvement.
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However, this scale has not been standardised or tested on different populations so its
reliability is not clear.
Visual analogue scales (VAS) (Wewers & Lowe, 1990) were utilised by 
Schenstrom, Ronnberg and Bodlund (2006) to assess stress. These consist of two 
opposing statements at the opposite ends of a straight line. The participant is required 
to make a mark along the line, and this mark is measured in millimetres. Schenstrom 
et al. (2006) assessed stress both in the workplace and out of the workplace. Both 
showed a significantly decreased level of stress post-intervention and this was 
maintained at three-month follow-up.
Two studies (Martm-Asuero & Garcia-Banda, 2010; Noone & Hastings,
2010) reported non-significant changes in stress. However, Martm-Asuero and 
Garcia-Banda (2010) did not use one standardised measure -  they combined the 
Perceived Stress Scale (as cited in Sandin, 1999) and Survey of Recent Live 
Experiences (Kohn and Macdonald, 1992). It is not clear how sensitive this 
combined measure is. Noone and Hastings (2010) used the Staff Stressor 
Questionnaire (Hatton et al, 1999), and found no improvement. However, their 
intervention did not allow for the practice of mindfulness to be developed over 
several weeks -  they had a one-day workshop followed by a half-day follow up. This 
suggests that this is not a useful format for mindfulness.
Walach et al. (2007) used the SV 120 (Janke & Erdmann, 1997) to assess 
stress and found that compared to a control group, positive strategies significantly 
increased but not negative strategies. Mackenzie, Poulin & Seidman-Carlson (2006) 
found that the intervention also improved levels of relaxation.
A criticism of the measures assessed so far is that they are subjective self- 
report measures. Geary and Rosenthal (2011) investigated whether pulse rate
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variability (PRV) is an effective and simple measure to use as physical marker of 
stress in the health population. Although the self-report measures were affected by 
the mindfulness intervention, they found no difference in PRV pre and post 
intervention, and PRV was not correlated to any of the self-report measures. 
Galatino, Baime, Maguire, Szapary and Farrar (2005) found exactly the same pattern 
of results, although they used salivary cortisol to assess change and not PRV. 
Galantino et al. (2005) measured the salivary cortisol at the same time each day, but 
Vedhara et al. (2003) suggest that the relationship between stress and cortisol may 
not be linear and therefore it may be useful to look at cortisol levels throughout the 
day. This could be a reason for the non-significant results. Klatt, Buckworth and 
Malarkey (2009) also find no difference in salivary cortisol post intervention and 
they had the benefit of a control group. However, they do state that they did not 
control for other factors that can affect cortisol such as diet. These results suggest 
that the self-report measures are more sensitive to change than the physiological 
measures of stress.
Life Satisfaction
Three studies considered life satisfaction (Shaprio, Astin, Bishop & Cordova, 
2005; Mackenzie, Poulin & Seidman-Carlson, 2006; Walach et al., 2007) and all 
reported improvements. Walach et al. (2007) found specific improvements with 
satisfaction with life and health. It is positive that Mackenzie et al. (2006) found 
improvements despite providing low dose MBSR, although they did not find a 
significant improvement in sense of coherence (using Orientation to Live 
Questionnaire, Antonvsky, 1987). This suggests that low dose is not effective in all
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areas. What would be interesting would be to use identical measures in a low dose 
MBSR course as well as a standard MBSR course.
Burton, Pakenham and Brown (2010) found no significant improvement on 
the MOS Social Support Survey (Hays, Sherboume & Mazel, 1995) post- 
intervention. They also used The Acceptance and Action Questionnaire II (Hayes et 
al. 2006), and found that the scores on this significantly improved. They also found 
significant improvements in the consistency of participant’s actions with their values 
on domains such as work, friendship and education.
Personality
Post-intervention, Krasner et al. (2009) reported an improvement in scores 
related to conscientiousness and emotional stability using the Mini-Markers of the 
Big Five Factor Structure (Saucier, 1994). This also assesses extraversion, 
agreeableness and openness. Conscientiousness and emotional stability scores were 
correlated with mindfulness scores after the intervention. Both of these factors can 
have a positive impact in the workplace and offer further support that mindfulness 
may be worth investing in outside of the traditional chnical settings.
Outcomes related to physical health
Davidson et al. (2003) conducted an RCT to measure alterations in brain 
activity due to MBSR. They also explored the impact of mindfulness on 
immunisation as stress can have an impact on this (Davidson et al., 2003). They 
discovered that the left side anterior part of the brain was activated more in the 
MBSR group than the wait list control. Antibody titers also increased in the MBSR 
group for an influenza vaccine.
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Burton, Pakenham and Brown (2010) investigated the effects of the READY 
program on body mass index, blood pressure, fasting blood glucose, cholesterol, c- 
reactive protein and cortisol. Cholesterol was the only measure that was significantly 
different post-intervention. The problem with generalizing this result to other 
mindfulness interventions is that the READY program is based on Acceptance and 
Commitment therapy and therefore included both mindfulness and cognitive 
behavioural therapy techniques. It is not clear if the change is as a result of purely 
mindfulness.
Klatt, Buckworth and Malarkey (2009) used the Pittsburgh Sleep Quality 
Index (Buysse, Reynolds, Monk, Berman & Kupfer, 1989) and reported a significant 
improvement in both the control and the intervention group. The reason for this is not 
explored, but it may be that the participants were staff from the same university, and 
experienced a change within this environment that had an impact. The PSQI has been 
found to show internal homogeneity in a non-clinical population, although it may 
measure subjective rather than objective perceptions (Grandner, Kripke, Yoon & 
Youngstedt, 2006). Klatt et al. (2009) report no signiEcant changes in the seven 
individual subscales in the control group. In the intervention group, there were 
significant improvements in subjective sleep quality, sleep disturbances and daytime 
dysfunction. A reduction in daytime dysfunction may be seen to be particularly 
applicable to the work situation and therefore beneEcial to employers. This was a 
low dose MBSR intervention, and it would be interesting to carry out further 
research on the impact of a standard MBSR intervention.
Walach et al. (2007) considered somatic complaints that a person may 
experience (Freiburg Complaint List, Fahrenberg, 1994). There were no signiEcant 
changes on any of these subscales, which lends support to the theory that there is
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more benefit on mental health. There were no significant changes in either minutes 
of physical activity per week or average number of steps per day after the READY
program (Burton, Pakenham & Brown, 2010) although it must be noted that these 
were only basic measures used.
Individual and Team Performance at Work
Job performance is one aspect that benefits both employees as well as their
employers. Positive research in this area may encourage businesses to invest in 
mindfulness programs.
Lee (personal communication with Susan Peacock, 6* Feb, 2012) reported 
responses from 14 different companies/organizations regarding how people had 
benefited from mindfulness. It was found that work performance, work efficiency, 
strategic thinking, innovative thinking, leadership skills, improved relationships, 
decision making, and concentration all had improvements. However, it is not clear 
what outcome measures were used to assess these, and which interventions they were 
related to. Further research surrounding these factors and length of interventions 
would be beneficial. These results have not been reported in table 3 (Appendix B) as 
there were no tests of significance.
Harvard Pilgrim (personal communication with Susan Peacock, 3F  ^August,
2011) reported that 92% of participants believed that the mindfulness program made 
them more effective employees post-intervention. Upon further inspection, 
significant improvements were reported with distractibility at work, productivity, 
accomplishing the tasks that they wanted to at the end of the day, and focusing 
attention. No significant improvements were found concerning feeling overwhelmed 
at work, being irritated at co-workers, and treating co-workers with respect.
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Giluk (2010) assessed citizenship behaviour and job performance. Data was 
obtained from both mindfulness participants as well as their workplace supervisors, 
which is a large benefit. Giluk (2010) combined results from MBCT and MBSR 
participants and found no significant differences. However, only 2 participants were 
in the MBCT group, which questions the validity of these results. There were no 
significant differences in job performance, relationship quality or citizenship post- 
intervention. The only significant correlation consisted of higher mindfulness scores 
being associated with lower citizenship behaviours. The reason for this is unclear. 
Upon inspecting the citizenship measures, they are very focused on helping other 
colleagues with their problems and responsibilities. It could be that mindfulness is 
aimed more at a person considering their goals at work, and not at someone else’s. 
This may be more or less beneficial depending on an individuals work context. 
Participants in the MBCT group could have experienced change due to the cognitive 
aspect of the intervention rather than mindfulness. Giluck (2010) looked at the role 
of attitudes to work rather than performance.
Krasner et al. (2009) carried out research on physicians. Post-intervention, 
there was a positive impact in psychosocial beliefs and on empathy towards others, 
implying a positive impact for the physicians and their patients. The intervention 
consisted of a large amount of mindfulness training, as well as other exercises 
including narrative. This leads to caution in concluding these results were as a result 
of mindfulness. However, there was a significant correlation between perspective 
taking and a mindfulness measure. This study benefited from a 15-month follow up 
period. Galantino, Baime, Maguire, Szapary and Farrar (2005) used the Interpersonal 
Reactivity Index (Chlopen, 1976; Davis, 1980) to assess empathy but did not find 
any change post-intervention. They suggest that this could be due to a lack of impact
170
of mindfulness, but the results of Krasner et al. (2009) lends support to their second
idea that the scale was not sensitive enough. An alternative hypothesis is that Krasner 
et al. (2009) used a scale designed to assess empathy with patients, whilst the IRI is 
designed for empathy towards the general population.
Pipe et al. (2009) adapted The Caring Efficacy Scale (Coates, 1997) to assess 
care towards staff members by nurse leaders. It was found that caring efficacy 
significantly improved post-intervention in the intervention group and the control. 
This resulted in no statistically significant difference in change between the two 
groups. The reason for this is unclear; further research on this is needed to clarify.
Mackenzie et al (2006) assessed job satisfaction but did not find any 
significant change post-intervention. Walach et al. (2007) used the Salutogenetic 
Subjective Analysis of the Workplace (Rimann & Udris, 1997) and used the 
questions surrounding job characteristics, job demand and stress, organizational 
resources and social resources in the work place. There were no significant 
differences between the control group and the intervention group pre and post 
intervention.
CONCLUSION
This review has investigated the impact of mindfulness interventions in the
workplace. There were not found to be any negative impacts of mindfulness in the 
workplace for the individuals involved, although it may be that people who were not 
comfortable with it and found it distressing dropped out and did not complete the 
measures. Stanley, Schaldach, Kiyonaaga and Jha (2011) report frustration with the 
practice required taking up free time, and this was the main issue. Overall, practice 
was not adhered to, so it would be useful to assess why this is and how to improve
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this. Alternatively, many of the studies reported positive findings despite the lack of 
practice so this may not be necessary. Some studies found initially significant results 
that were not maintained at follow up. It may be beneficial to assess practice at 
follow up to see if this may be an explanation for this. Further studies could be 
conducted to assess the relationship of practice to change, and if the intensity and 
duration of practice affects this. Giluk (2010) found that citizenship behaviour 
decreased post mindfulness intervention, which is a negative impact for the 
employers. It is not clear if this was negative for the participants.
In terms of the impact of behaviour within the workplace, it is interesting that 
Giluck (2010) found that mindfulness actually decreased citizenship behaviour in the 
work place. Further studies could look at the reasons behind this, and if it related to 
other factors such as job commitment, training, or the work environment.
The majority of the studies mentioned here are in health care settings. There 
is a lack of research on various occupations such as office professionals, manual 
workers and retail employees. It would be interesting to find out if there is a 
differential effect of mindfulness within different workplace situations. For example, 
the evidence surrounding an increase in empathy can be seen to be beneficial within 
healthcare, but this may have a negative impact in other professions such as sales.
The shorter interventions were found to be of benefit. What is of surprise is 
that the mtyority of the studies were not low intensity interventions, which indicates 
that businesses are willing to invest money into standard length interventions. 
However, more research needs to be carried out to assess the impact of shorter 
interventions on work performance. It can be seen that the majority of the evidence 
discussed is related to an individual’s emotional and physical health. However, in
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order to persuade a business to invest, it may be beneficial to carry out more research 
on how the interventions may positively impact on performance.
Overall, the papers reviewed here showed a positive impact on participant’s 
mental health, despite the fact that many of them did not originally report at a clinical 
level. It can be seen that the evidence on stress reduction confirms evidence found in 
the wider mindfulness research. Not all studies reported a positive impact on 
depression, although when looking at both positive and negative affect, negative 
affect appears to improve. The main issue with drawing conclusions is that many of 
the studies did not have a large enough sample size to ensure sufficient power. This 
may have been the reason for the non-significant results and one must be careful not 
to make concrete conclusions for this reason. Overall, stress was found to be 
positively impacted post intervention, although some studies reported non-significant 
results.
Well-being and participant aims were found to be positively impacted. More 
research needs to be carried out on the type of goals that a person my have when 
undertaking a mindfulness intervention. This may vary for different professions and 
different people, but if this were investigated it may lead to more tailored 
mindfulness interventions, which have the potential of being more relevant for the 
individual.
This review reports findings in several different countries including the UK,
US, Canada, Sweden and Spain. It is not clear which of these results are 
generalizable to which other cultures, particularly since different cultures have 
different attitudes towards work as well as mental health. However, this implies that 
mindfulness is a wide spread intervention which has the potential to offer many 
different people from many different countries some potential benefit
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A criticism of this review is that due to the selection criteria just requiring 
studies to have quantitative measures, the quality of the studies may have been 
compromised in order to gain a greater breadth of information. However, since this is 
an exploratory review it is felt that this has led to a greater understanding of the 
current literature on mindfulness interventions in the workplace.
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Abbreviation Outcome Measures
AAPA Active Australia Surveys for Physical Activities
AAQ Acceptance and Action Questionnaire
ASI Anxiety Sensitivity Index
BAI
BFF
Beck Anxiety Inventory
The Mini-Markers of the Big Five Factor
Structure
BMI Body Mass Index
BP Blood Pressure
BSI Brief Symptom Inventory
CESDS The Center for Epidemiological Studies Depression Scale
DASS Depression Anxiety Stress Scale
OSES Daily Spiritual Experiences Scale
GHQ General Health Questionnaire
GPS Global Problem Scale
GSE General Self-Efficacy Scale
ICB Interpersonal Citizenship Behaviour
IRI Interpersonal Reactivity Index
JSPE Jefferson Scale of Physician Empathy
KIMS Kentucky Inventory of Mindfulness Skills
MAAS The Mindful Attention Awareness Scale
MBI Maslach Burnout Inventory
MOS Social Support Survey
PANAS Positive and Negative Affect Scale
PBS Physician Belief Scale
POMS Profile of Mood States
PMS Philadelphia Mindfulness Scale
PRV Pulse Rate Variability
PSQI Pittsburgh Sleep Quality Index
PSS Perceived Stress Scale
RI Role Interdependence
RQ Relationship Quality
RRQ Ruminations Reflection Questionnaire
RSPW RyfP s Scales of Psychological Well-being
SCL-90-R Symptoms Checklist-90-Revised
SHS State Hope Scale
SSTAI Spielberger State-Trait Anxiety Inventory
5FMQ Five Factor Mindfulness Questionnaire
VLQ Valued Living Questionnaire
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Service Related Research Project
An évaluation of the clinical effectiveness of a Depression
and Mood Swings course
21 2
ABSTRACT
Objective
To evaluate the effectiveness of a group titled Depression and Mood Swings 
course that used mentalisation based therapy, psychodynamic group psychotherapy,
dialectical behaviour therapy, attachment theory and cognitive behavioural therapy.
Design
Individuals presenting with a diagnosis of chronic depression, bi-polar disorder 
and co-morbid affective disorders were invited to attend the 18-week group. This was 
followed by a review session approximately 2 months later. Clients were asked to fill in 
the CORE and EDI at the beginning of the course, midway, last session and at follow- 
up. The data was gained from two groups.
Setting
Community Mental Health Team (CMHT).
Participants
Participants were 21 people who had taken part in one of two groups. The mean 
age was 47.
Results
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Scores on the BDI and the CORE significantly improved overall. Post hoc tests 
showed significant improvement on the BDI from the beginning of the course to the end, 
and from the beginning of the course to follow up. Post hoc tests did not find these 
results to be significant for the CORE, although this could be due to the smaller sample 
size available for this measure. Individual analysis showed that there was a trend 
towards improvement, although there was not reliable change for the m^ority of 
participants.
Conclusion
The course was found to have a beneficial impact for the some of the participants 
involved, although due to the small sample size, more research needs to be conducted. It 
is not clear what the improvements are related to.
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INTRODUCTION
The Office of National Statistics found that approximately 11% of adults living
in private households suffer from depression (ONS, 2000). This study will examine the 
impact of an 18-week course for people suffering from depression and/or mood swings. 
The group to be evaluated varies from previously published studies, as it is not based on 
one therapy model. It utilises methods from different models, including mentalisation 
based therapy, psychodynamic group psychotherapy, dialectical behavioural therapy, 
attachment theory, and cognitive behavioural therapy. Evidence surrounding group 
therapy and the different models will be reviewed. Evidence surrounding mixed-model 
groups is not available.
Group therapy can be cost effective (Peterson & Halstead, 1998) and help reduce 
social isolation that can occur with depression. Peterson and Halstead (1998) criticised 
controlled studies of group treatments for depression as stringent diagnostic criteria are 
often applied, and is thus not a representation of those presenting in clinical practice. 
This can lead to people with a co-morbid diagnosis being excluded. This study considers 
those whom present in clinical practice. Whilst recognizing it is not necessarily 
representative of people who present in a CMHT, people with a co-morbid diagnosis are 
not excluded. Some of the participants in this study had features of personality disorder, 
as well as depression/mood swings.
Traditionally, the belief has been that people with a personality disorder are less 
likely to respond positively to treatment for depression (Joyce et al., 2007). This can be 
traced back to the writings of Kraeplin and Freud (Kool et al., 2005). Reich and Green 
(1991) reviewed 21 studies related to people diagnosed with a personality disorder and
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depression, and found that a diagnosis of personality disorder predicted a negative 
outcome. However, more recent evidence challenges this view (Joyce et al., 2007). 
Mulder (2002) conducted a review of over 50 studies, and found that better designed 
studies reported a smaller impact of a diagnosis of personality disorders on depression, 
and a diagnosis of personality disorder led to a person being less likely to receive 
appropriate treatment. Kool et al. (2005) carried out a meta-analysis on RCTs involving 
people with a diagnosis of depression and personality disorder, and found no negative 
impact on treatment for those with a co-morbid diagnosis. Joyce et al. (2007) found that 
a diagnosis of personality disorder impacted negatively on Interpersonal Therapy (IPT) 
for depression, but not Cognitive Behavioural Therapy (CBT) for depression, showing 
that different therapies may be useful for different people. IPT suggests that depression 
can be treated by looking at the relationships with other people (Markowitz, & 
Weissman, 2004); CBT considers ones thoughts, feelings, behaviours and physical 
symptoms (Padesky & Greenberger, 1995).
Mentalisation based therapy uses both cognitive, psychoanalytic, and attachment 
theory (Choi-Kain & Gunderson, 2008). It has been found to be useful in the treatment 
of borderline personality disorder (Bateman, Ryle, Fonagy & Kerr, 2007), and to reduce 
symptoms of depression amongst those with a diagnosis of borderline personality 
disorder (Bateman & Fonagy, 1999). This was maintained after 18 months (Bateman & 
Fonagy, 2001). However, this study included partial hospitalization. Therefore, this 
needs to be applied cautiously when considering community based treatments, as there 
may be an impact of hospitalization. More research needs to be conducted before 
concluding that the same would occur in a community-based treatment.
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Peterson and Halstead (1998) found a community based CBT group in the
community to be beneficial for people with depression. Huntley, Araya and Salisbury 
(2012) carried out a systematic review and meta-analysis on group therapy for 
depression in the community. They found no difference between group and individual 
CBT 3 months post-therapy, although individual therapy was more effective 
immediately after treatment. Other studies using dialectical behaviour therapy (DBT) 
and IPT were also considered, and whilst they found a positive outcome, it was 
concluded that there were not enough studies, and too many methodological problems to 
make any firm conclusions. For example. Lynch, Morse, Mendel son & Robins used 
DBT group therapy with depressed older adults, and only found it to be useful on those 
who were also taking medication. Harley, Srich, Safren, Jacobo & Fava (2B08) 
conducted a small scale study, finding that DBT was beneficial for treatment resistant 
depression. DBT has been found to a beneficial treatment for those with a diagnosis of 
borderline personality disorder (Van den Bosch, Koeter, Ridder, Stijnen, van den Brink, 
2003)
The facilitators combined these methods as a result of their clinical experience 
and knowledge of the literature. The rationale for this is that the same person may find
aspects of different models useful, and different clients may respond better to different 
therapies. There is a lack of research evaluating the combination of these models. Thus, 
it is important to evaluate the effectiveness of a ‘combination’ group, as it is important 
for the NHS to be providing evidence-based practice.
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Aims and Hypothesis
This group has been running for 3 years within the CMHT. An evaluation of this 
group would help to provide an evidence base for its continuation. The results may aid 
further development of the group, and provide feedback for the facilitators and the Trust.
Hypothesis: The group will have a positive impact on scores on the Beck
Depression Inventory (BDI-II, Beck, Steer, Ball, & Ranieri, 1996) and the Clinical 
Outcomes in Routine Evaluation (CORE, Evans et al., 2000). This will be maintained at
3-month follow up.
METHOD
This study is an archival data analysis of the outcomes of the group.
Procedure
The CMHT referred participants. Referral criteria specified that people eligible 
had previously sought help from mental health services, and had long-term difficulties 
with depression or mood swings lasting for 2 years or longer. They may also have a co- 
morbid diagnosis of a personality disorder. Participants were invited to a 60-minute 
assessment session and joined the group if it was deemed to be potentially beneficial. 
Assessments took place up to 3 months before the group started. In some cases, patients 
were drinking excessively and were asked to reduce their drinking. None succeeded, 
despite support from their CPN and referrals to drug services.
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The group was based on mentalisation based therapy, psychodynamic group 
psychotherapy, dialectical behaviour therapy, attachment theory and cognitive 
behavioural therapy. Sessions were weekly, with a 2 month follow up. The beginning of 
the course focused on behaviours, beliefs, and psychoeducation on mood and food. The 
middle focused on the sense of self, interpersonal skills, forming secure relationships, 
and maintaining social groups. Towards the end of the course, help seeking and triggers 
were considered. See Appendix B for more information.
Participants attended one of two groups. One commenced in September 2009, 
one in February 2011. Both groups used the same referral criteria, ran 18 weekly 2 hour 
and 15 minute session in the same location.. The first group was facilitated by a 
psychotherapist and senior nurse manager, the second group was facilitated by the 
psychotherapist and a CPN.
Participants
Twenty-one participants participated. The age range and mean age was 47 at the
start of the groups. Nine were men, and twelve were women. Eleven participants took 
part in the group that began in 2011, whilst 10 were in the 2009 group. Ethnic 
information was not available.
Ethics
This project was registered with the Trust as a service evaluation, and therefore 
did not need ethical approval.
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Measures
The BDI-n (Beck, Steer & Brown, 1996) and the CORE (Evans et al., 2000) 
were used to measure outcomes. Table 1 shows the cut-off scores for the BDI and 
CORE.
The CORE is a 34 item self-report measure. It can make significant (p<.0005) 
reliable distinctions between clinical and non-clinical populations, has good internal 
reliability, and a good test-retest reliability of total scores (p=.90) (Evans et al., 2000).
The BDI is a 21 item self-report measure, which looks at symptoms of 
depression (Beck, Steer & Brown, 1996). Steer, Ball, Ranieri, and Beck (1999) found a 
high internal consistency (coefficient alpha = .90) on a sample of clinically depressed 
outpatients.
Both measures were administered at the beginning, middle, and end of the group,
and at 2 month follow-up. CORE data is missing for the beginning of the 2009 group. 
Table 1.
The Cut Off Scores and Severity Levels for the BDI and CORE.
Total Scores 
on BDI
Range Total Scores 
on CORE
Range
0-13 Minimal Depression 1-20 Healthy
14-19 Mild Depression 21-33 Low Level
20-28 Moderate Depression 34-50 Mild Level
29-63 Severe Depression 51-67 Moderate Level
68-84 Moderate to Severe Level
85-136 Severe Level
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RESULTS
Table 2 shows the mean and median scores over time for the CORE and BDI. 
Both show a decrease (indicating reduction in symptoms) from the initial group to the 
middle of the group and end. Both measures increased from last session to follow-up 2 
months later, although maintained a reduction from initial scores.
Table 2
Mga» over hmg
Measure Beginning Midway Last
Session
Follow-Up
BDI 30.14(32) 26.00(29) 25.69(23) 27.94(28)
n=21 n=19 n=16 n=16
CORE 70.18(71) 67.67(69) 62.75(60) 67.81(65)
n=l 1 n=21 n=16 n=16
The BDI and CORE provide ordinal data. Therefore, non-parametric analysis has 
been used as Kuzon, Urbanchek, & McCabe (1996) describe using parametric analysis
for ordinal data as incorrect, particularly with a small sample size.
Beck Depression Inventory
A Friedman’s ANOVA was conducted on BDI scores from the beginning of the
course through to follow-up. Complete data from 12 people were available for this. 
Scores on the BDI significantly changed over time (% (^3)=7.86, p<.05).
Wilcoxon tests were used to compare pre-intervention scores with middle, last 
session and follow-up scores. This increased the chance of a type 1 error, so a 
Bonferroni correction was used (p=.05/3=.0167); the null hypothesis was rejected if
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p<.017. The BDI did not change significantly from the start of the course to the middle 
(Z =-.98, p=.17,y^-.09, n=19). It changed significantly from the start to the end, (Z =-
2.67, p=.003, r=-.47, n=16), and from start to follow-up (Z=-2.417, p=.006, r=-.43, 
n=16), indicating that participants did improve.
CORE
The CORE scores changed significantly over time (/^(3)=8.92, p<.05). Complete
data was available from 8 participants to calculate this. Wilcoxon tests with a Bonferroni 
correction were used for the CORE. Scores did not change significantly from the start, 
through to the middle (Z=-.06, p=.50, r=-.01, n=l 1), end (Z=-1.68, p=.06, r=-.42, n=8) 
or follow-up (Z=-1.22, p=.12, r=-.27, n=10). The lack of significance could be due to the 
small sample size available.
Clinically Significant Changes
Reliable and clinically significant change was calculated for each participant, for 
both measures. For the BDI, Normative data was taken from Beck, Steer & Brown
(1996) and inputted into the Leeds Reliable Change Index Calculator (Agostinis, Morley 
and Dowzer, 2008). This uses the method described by Jacobson and Truax (1991). 
Clinical significance was achieved if a score changed from above 14.69 to below 14.69, 
and reliable change was indicated by a change of 9.35 or more.
For the CORE, COREIM (2012) calculated that clinically significant change is 
achieved if a score changes from above 10 to below 10, whilst reliable change occurs if
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a score changes by more than 5. Please see Appendix C for all calculations. Table 3
shows a summary of the results.
For the BDI, 1 person achieved both reliable and clinically significant change. 
Five people reliably changed in a positive direction. One person achieved clinically 
significant but not reliable change, so this could be due to chance. From pre- 
intervention through to follow up, 5 people achieved reliable change in a positive 
direction and 1 participant achieved reliable change in a negative direction. Other 
participants showed no reliable change.
For the CORE, 1 person achieved reliable and clinically significant change from 
pre-intervention through to post-intervention and follow-up. Three people showed a 
reliable improvement from pre-intervention through to post-intervention, and 3 people 
also showed reliable improvement through to follow-up. One person showed a reliable 
deterioration. The other participants remained in the clinical range and showed no 
reliable change.
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Table 3
C/iangg
Category of Change CORE
Pre-Post
CORE
Pre-Follow
Up
BDI
Pre-Post
BDI
Pre-Follow
Up
Recovered (Reliable and Clincally 
Significant Change)
1 1 1
Improved (Reliable Change but not 
Clinically Significant)
3 3 5 5
Unchanged
(No Reliable Change)
3 5 10 10
Deteriorated (Reliable change but in 
an undesired direction)
1 1 1
Vore. Categories as defined by Bauer et al. (2004).
DISCUSSION
A group intervention for individuals presenting with depression/mood swings, 
some who showed features of a personality disorder was investigated. The CORE and 
the BDI significantly improved overall; post-hoc tests showed that only the BDI 
significantly changed from baseline to post-intervention and at follow-up. Most 
participants did not achieve reliable or clinically significant change, although their 
scores were improved. Five people showed positive reliable change on the BDI, and 1 
showed reliable and clinically significant change post-intervention. One person showed 
reliable and clinically significant change on the CORE at post-intervention and follow- 
up. Three showed reliable improvement. One person reliable deteriorated on the CORE 
post-intervention, and at follow-up. One person showed reliable deterioration on the BDI 
at follow-up.
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It is difficult to make a conclusion regarding the effectiveness on this group. It 
can be seen that there is a general trend towards improvement, but there is a large 
amount of missing data that has possibly contributed to non-significant results. It would 
be beneficial to continue to assess subsequent groups. It is not clear which parts/models 
used in the group are beneficial; it would be useful to gain more detailed feedback from 
participants. It is also possible that there are factors that have resulted in improvement 
that are not directly related to the different models such as therapist empathy, social 
support etc.
Peterson & Halstead (1998) reviewed literature on 17 controlled outcome studies
for group behavioural or group CBT treatment for depression. The BDI was the main 
measurement used. The average initial BDI score was 26, which reduced to an average 
of 11. These studies were various lengths but can be used to compare the results of this 
study. They also conducted their own study using a community sample. The group 
behavioural treatment program reduced scores on average from 23.1 to 14.4. The scores 
on the BDI did not reduce as much in this study, they reduced from 30 to 26. However, 
initial scores were more severe, and people with a co-morbid diagnosis were included. 
Participants were required to have suffered from depression and or mood swings for a 
period of 2 years, this may lead to a population of people who do not respond as well to 
treatment as clients in the meta-analysis.
There are a number of limitations that may have affected the results. Not all of 
the people in the 2011 group filled in the baseline data in the first group. However, in the 
2009 group, the baseline was filled in during the first session. The 2009 group did not 
fill in the CORE during the first session, which meant that Friedman’s ANOVA and
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post-hoc tests were conducted on a small sample size. This led to less power, and may 
be one of the reasons that the post-hoc tests were not significant.
A control group would have been beneficial with which to compare the results 
to. This would help to assess effectiveness. People could be put on a waiting list for the 
group, or given treatment as usual and then be compared. However, there was not a need 
for people to be on a waiting list and therefore it would have been unethical to make half 
of the people in the group wait for another group.
Further research could look at the combination of different theories used in one 
group, and the impact of this. For example, it would be interesting to see what the results 
looked like if only two different models were used, and to see if this had a positive or 
negative impact on the group. It is difficult to know from this study which of the models 
were beneficial. Not all models of therapy are assumed to have a positive impact on an 
individual, and it difficult to conclude here which parts of the group were beneficial. It 
may be useful for participants to evaluate each session on a weekly basis, although the 
practical difficulties of this are acknowledged.
It can be seen that a mixed model group can be useful for the participants 
involved. However, this research is only in its preliminary stages, and there is much 
more research that need to be carried out to find out how and why this is beneficial. 
Another group is just finishing, and the results of this need to be analysed. It would be 
useful to gain qualitative feedback and explore in more detail what participants found 
useful.
Feedback to Service
A presentation is being arranged for the results to be fed back to the team.
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Appendix A: Advert / Referral Criteria
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Aims:
18 WEEK COURSE
Coping with Depression 
& Mood Swings.
Mondays 12.15 a.m. -  2.15 p.m.
7^"^  May -  24^  ^September 
XXXXXX Day Service
• To explore the causes and maintaining factors of depression and mood 
swings using an inter-personal perspective.
• To develop more positive relationships to combat depression.
• To improve interpersonal skills in order to increase self confidence and
self esteem.
• To develop self awareness and communication skills.
Contents:
• What causes depression & mood swings?
• What keeps you depressed?
• Ways out of the depression ‘prison’.
• Living with setbacks.
• Weekly interpersonal skills group.
Timetable:
12.15 Presentation & Discussion.
1.15 Break.
1.30 Interpersonal skills group.
2.15 End
Who is eligible?
Men and women who have already sought help from mental health services and 
where there are recognised long term difficulties with depression or mood 
swings lasting two years or longer.
Venue: Day Service
Enquiries:
Referrals:
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Appendix B. Course Overview.
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The course covered several different topics. These are listed below:
" Mood regulation training.
■ Exercise and relaxation.
■ Diet: mood and food.
■ Mindfulness and Concentration Skills Training
" Behaviours: daily routines, healthy sleep patterns, motivational treats, work-play 
balance, social time-alone time balance.
■ Interpersonal and emotional skills training.
" Learning to identify and verbalize feelings.
" Increase awareness of automatic negative thoughts: develop balanced thinking.
" Form a more solid and realistic sense of who you are.
" Develop capacity to form secure and creative relationships.
Beginning of Course
Mood and food.
Behaviours.
Understand how beliefs maintain and determine emotions, behaviours and perceptions.
Middle of Course 
Sense of self; how the sense of self develops in relation to caregiver.
Forming secure relationships including friends and family.
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Maintaining social groups beyond one or two primary relationships.
End of Course
Seeking help, and how withdrawal may not help with this. 
Assumptions and alternatives.
Idealization.
Triggers to low mood.
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Appendix C. Reliable and Clinically Significant Change Calculations
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CORE
Please note that reliable change is indicated by a change of 5 or more, whilst clinically 
significant change is indicated by a change from above 10 to below 10 (CORE IMS 2012).
Table Cl
Calculations fo r  reliable and clinically significant change on the CORE pre to post 
ZMren/gMfZon.
Participa
nt
Pre-
treatment
score
Post­
treatment
score
Differenc
e in 
scores
Reliable
change
met?
Direction of 
Change 
(Score 
Decreased = 
Improvement)
Clinically
Significant
Change?
11 17.35 5.88 11.47 Yes Decrease Yes
12 25.59 13.53 12.06 Yes Decrease No
13 25.88 14.12 11.76 Yes Decrease No
14 20.88 10.88 10 Yes Decrease No
15 9.12
16 12.65 17.65 -5.00 Yes Increase No
17 27.94
18 17.06 12.94 4.12 No Decrease No
19 25.29 24.12 1.18 No Decrease No
20 20.88 22.35 -1.47 No Increase No
21 24.41
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Table C2
CaZcMZaZfo/Tjybr rg/Za6Zg cZZnZcaZZy jZgnZ^ caMt c/zange OM zZze CORE prg-ZMtgrvgMfZoM to 
ybZZow wp.
Participa
nt
Pre-
treatment
score
Follow Up 
score
Differen 
ce in 
scores
Reliable
change
met?
Direction of 
Change 
(Score 
Decreased = 
Improvement)
Clinically
Significant
Change?
11 17.35 9.12 8.24 Yes Decrease Yes
12 25.59 23.24 2.35 No Decrease No
13 25.88 18.53 7.35 Yes Decrease No
14 20.88 11.76 9.12 Yes Decrease No
15 9.12
16 12.65 15 -2.35 No Increase No
17 27.94 15 12.94 Yes Decrease No
18 17.06 17.65 -.59 No Increase No
19 25.29 28.53 -3.24 No Increase No
20 20.88 25.88 -5 Yes Increase No
21 24.41 23.24 1.18 No Decrease No
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BDI
Please note that reliable change is indicated by a change of 9.35 or more, whilst clinically 
significant change is indicated by a change from above 14.69 to below 14.69.
Table C3
Calculations for reliable and clinically significant change on the BDI pre to post 
intervention.
Participant Pre-
treatment
score
Post­
treatment
score
Difference 
in scores
Reliable
change
met?
Direction of 
Change
(Decrease = 
Improvement)
Clinically
Significant
Change?
1 47 43 4 No Decrease No
2 32 31 1 No Decrease No
3 31 20 11 Yes Decrease No
4 35 42 -7 No Increase No
5 46 43 3 No Decrease No
6 31 23 8 No Decrease No
7 30 23 7 No Decrease No
8 22
9 2
10 34 36 -2 No Increase No
11 29 4 25 Yes Decrease Yes
12 33 15 18 Yes Decrease No
13 44 20 24 Yes Decrease No
14 35 19 16 Yes Decrease No
15 5
16 23 23 0 No Same No
17 36
18 16 12 4 No Decrease Yes
19 42 32 10 Yes Decrease No
20 22 25 -3 No Increase No
21 38
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Table C4
ybr a»z7 cZZnZcaZZy j^ Zg/zZ/ZcanZ cZza/zgg o» zZzg BD/ /?rg-ZfzrgrwgMrZoM Zo
^ZZow w;?.
Participant Pre-
treatment
BDI
score
Post-
treatment
BDI
score
Difference 
in scores
Reliable
change
met?
Direction of 
Change 
(Decrease = 
Improvement)
Clinically
Significant
Change?
1 47 27 20 Yes Decrease No
2 32 37 -5 No Increase No
3 31 28 3 No Decrease No
4 35 26 9 No Decrease No
5 46 39 7 No Decrease No
6 31
7 30
8 22
9 2
10 34 28 6 No Decrease No
11 29 16 13 Yes Decrease No
12 33 28 5 No Decrease No
13 44 31 13 Yes Decrease No
14 35 17 18 Yes Decrease No
15 5
16 23 16 7 No Decrease No
17 36 23 13 Yes Decrease No
18 16 17 -1 No Increase No
19 42 44 -2 No Increase No
20 22 32 -10 Yes Increase No
21 38 38 0 No Same No
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Final Reflective Account
On becoming a clinical psychologist: A retrospective, 
developmental, reflective account of the experience of
training
244
When thinking about my development over the past three years, I began to think 
about my original aim of becoming a clinical psychologist and why I wanted to be one. I 
wanted to help other people and 1 wanted a greater understanding of us as human beings. I 
also felt that in order to become an effective psychologist, I needed to continue developing 
my understanding of myself. 1 remember my first day of training. 1 was not sure how 1 had 
got onto the course and I was not sure how I was going to cope with the course. I was scared 
of failing and 1 was scared that 1 would cause harm to the clients 1 would be working with. 
Now 1 have just finished my fourth placement and my supervisor fed back to me that 1 work 
in a very thoughtful and ethical way. He had felt for the past 6 months that he had had a 
qualified psychologist working alongside him. He did not feel that he had to think of me as a 
trainee. This highlighted to me how much I have developed over the past two and a half years 
and 1 am going to spend time in this reflective account considering my development 
throughout training and how 1 would like to develop in the future.
I recently finished reading the Francis Report (2013). In response to the Francis 
Report, the Government announced the Compassion in Practice strategy (Department of 
Health, 2012). This stated that nurses and other care staff should be recruited with the 6C's in 
mind (Department of Health, 2012). The 6C's are care, compassion, competence, 
communication, courage and commitment. It struck me that these 6C’s are not static 
variables, for me they have changed throughout my training. As a result, I felt that it would 
be useful to reflect on my journey towards becoming a clinical psychologist using the 6C’s to 
guide me.
Care
Care seems like a basic requirement for a clinical psychologist. The fundamental 
reason I applied for training is because I do care, I care about other people and I care about
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the society we live in. However 1 think training has opened my eyes into the different ways I
can care and how 1 can make an impact. Before 1 started training, 1 only thought about 
working with individuals and families who were experiencing difficulties. Training has 
broadened my thinking to consider improving general well-being as part of the role of a 
clinical psychologist, rather than simply focusing on those who are referred to mental health 
services. For this reason 1 carried out my Major Research Project (MRP) on well-being in the 
workplace, as 1 think our skills enable us to work with everyone, not just those in difficulty. 
Going forward, 1 would like to learn a lot more about Positive Psychology and the impact this 
can have on well being.
1 based my Professional Issues essay on community psychology as 1 felt that this was 
missing from my training. Training has enabled me to realise that the way in which 1 show 1 
care does not need to just be via the traditional NHS route, which is not something 1 had 
considered before. It is something I feel 1 would benefit from exploring further after 
qualification, as 1 feel that clinical psychologists are in a very good position to work in a wide 
range of non-traditional areas such as the workplace, charities, and the community as a 
whole. 1 just need to think more about how to apply and develop my skills in these areas. I 
think this could involve working with social enterprises, further developing my skills to work 
with employers in order to offer consultation about employee well being, research and 
continuous professional development.
Compassion
Compassion for clients is not something I have struggled with very much during 
training. 1 think this is because of my experience before training of working in a medium
secure hospital. Clients at the hospital had committed various harmful acts towards other 
people. This led to me finding it difficult to be compassionate with one or two clients.
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However, I was able to talk about this with my supervisor. Developing formulations and 
really understanding the client lead to me finding a lot more compassion.
In my most recent placement, I found it very difficult to work with a staff team for 
one client and became quite frustrated with them. 1 realised through supervision that 1 had not 
got much compassion for the staff team -  my passion and sense of injustice for the client led 
to a lack of compassion for the staff team. I felt that they showed a lack of compassion 
towards the client and 1 was conscious that this lead to my lack of compassion towards the 
team. 1 spent time talking about this with my supervisor, as 1 did not want this to impact on 
my work. We used a model developed by Hastings et al. (2013) to understand the staff team. 
This model thinks about the staff that work with people who show challenging behaviour to 
explore the beliefs, attitudes, emotions and culture that the staff work with. Formulating the 
team dynamics and the reasons for their responses to the client lead to me being able to be 
more compassionate towards the staff. 1 think this had a positive impact on the intervention 
we developed with the staff for the client. Interestingly, 1 believe that my increased 
compassion towards the staff increased their compassion towards the client I was working 
with. This experience taught me a lot about how to work compassionately with systems when 
I am feeling frustrated. 1 think this will be important to take forward, and to share with other 
people who may struggle with similar frustrations towards various services. 1 have observed 
many of the teams in my placements becoming very frustrated towards other people, services 
and systems. This is partly due the radical changes that have been happening in the NHS. 1 
think that my learning in this area will help me to develop my leadership skills and help other 
people to think about how to address their frustrations and difficulties in this area in a way 
that is beneficial to both them and the people they are working with.
Competence
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The Department of Health (2012) describe how staff must have the knowledge (both 
clinical and technical) to provide evidence based care and treatment. I think this area is the 
one that really worried me when 1 started training. 1 am going to use the four stages of 
competence model to explore this further. The original reference for this is unclear, although 
the Gordon Training Institute claims that one of their employees developed the idea in the 
1970’s (Adams, accessed 1/4/2014). The model suggests that there are four stages of learning 
-  unconsciously unskilled, consciously unskilled, consciously skilled and unconsciously 
skilled. When 1 started the course, 1 was very much in the consciously unskilled area. 1 did 
not have a lot of confidence and 1 experienced anxiety that 1 would not be able to complete 
the course. 1 was not sure that 1 was capable of completing a doctorate. However, in hindsight 
I can see that I was also in the unconsciously skilled area at the same time -  1 did have some 
knowledge, and 1 did have some skills, they just needed to be developed. When 1 started 
training, 1 felt that 1 order for me to be competent, 1 needed to know everything. 1 felt very 
uncomfortable with my lack of knowledge.
Training has boosted my confidence a lot. 1 think 1 am much more aware of the areas 1 
am good at -  the consciously skilled area. There are still some areas in which I receive 
positive feedback, which sounds much better than I actually am, but I am more able to take 
this on board and talk about it in supervision. I think this is related to a lack of confidence in 
some areas. I am also very conscious of the areas that I am not competent in. What has 
changed throughout training is that 1 now feel comfortable with not knowing. 1 have had 
some very good role models with my supervisors who have been very open with the areas 
they feel less competent in and this has helped me to feel more secure with owning my 
unknowing. I now use this knowledge to help motivate me to learn more, but it does not 
affect my confidence like it did when 1 first started training. 1 think that having a realistic 
understanding of my competencies and weaknesses has lead to me working very ethically
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with clients, as I am able to ask for help appropriately. I am aware that there are still areas in 
the unconscious incompetence section of the model that I am not aware of and I think this 
highlights the need for supervision. I have been reflecting on the change in supervision when 
becoming qualified with my current supervisor. I attended a peer supervision group on 
placement with the other qualified psychologists to help me gain some insight into how this 
changes. We have talked about the importance of both peer supervision and also with seeking 
supervision from a more experienced psychologist upon qualification. In terms of moving 
forward, I think that this has highlighted for me how important continuous professional 
development is. 1 am keen to continue to learn as a qualified clinical psychologist, and 
thinking about this has made me even more aware of how important it is to continuously 
update my knowledge as the evidence base for practice develops and changes over the years.
Communication
Communication covers several different topics. As a trainee, 1 communicate with 
clients, family members, carers, supervisors, team members, service providers, university 
staff and many more. I am going to focus on a couple of examples to illustrate how my 
communication skills have developed.
In my first placement when 1 finished working with a client, 1 would write a letter to 
their GP and copy the client in to it. However, as I have continued training, I have changed 
the way I communicate as I began to feel that this was not very client centred. The most 
important person in my work is the client. They are the ones who have worked the hardest 
and whose opinion matters the most at the end. 1 became concerned that writing a letter to the 
GP was devaluing. As a result, I have changed my practice. I now write closing letters to the 
client. This enables me to take into account what has been important to the client throughout 
our work together. 1 often write the letter with clients. This was particularly helpful when
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working with clients with a learning disability as it meant that we could write letters using 
language or pictures that they understood, and that would be useful to them in the future. 
Writing a complicated formulation with a lot of technical language would not have been 
helpful to the client. I think changing my practice in this way enables me to gain helpful 
feedback from clients about what they have found helpful and unhelpful in our work together. 
It also means that I am more aware of diversity as the letters are written in a language that is 
understandable for the client. 1 now write all of my closing letters to the client and copy the 
GPin.
My supervisor recently commented that he was impressed at how client centred 1 was 
and how well 1 listen to and communicate the feelings and opinions of clients. One client was 
so anxious they would only use limited Makaton in our initial sessions. 1 asked the speech 
and language assistant on our team to teach me some Makaton as I felt it was important to 
respect the way in which they communicated. For me, this highlighted how communication 
varies for each individual client and how 1 need to adapt for each client.
My presentation skills were not very good when I started the course due to my 
anxiety. This is an area of communication I was aware that I was going to struggle with 
throughout training. 1 still do not enjoy presentations, but 1 feel that 1 am much better with 
them. I spent some time presenting and training social care staff in my last placement, and 
received some really positive feedback. However, 1 feel that this is something I still need to 
work on when I qualify. I have only presented to relatively small groups (up to 30 people) 
and I now feel ready to practice presenting in other arenas such as conferences.
Courage
The Department of Health (2012) describe how it is important for us to have courage 
in order to speak up for our clients and to feel able to bring any concerns we may have into
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the open. I think this is one of the areas that I found particularly challenging when I started 
training. This was probably linked to my lack of confidence. However, I think this has really 
developed for me. There are two incidents that I am going to talk about to illustrate how my 
courage has developed. One concerns the courage to speak up when I felt a client was not 
being given suitable care and one concerns the way in which 1 dealt with difficulties with a 
supervisor. 1 think both of these things go hand in hand with developing my leadership skills; 
it takes courage to be a leader and to speak up when things are not going well.
In one of my placements, I was concerned that the way in which staff members were 
supporting a client was not very helpful for the client. The staff team clearly cared for the 
client, but were not considering the views of the client in the way they responded to the 
client. I felt that this increased levels of challenging behaviour from the client as they were 
trying to avoid the demands placed on them by the staff team. I would have found it difficult 
to communicate this to the staff team before training as I would have been worried about 
appearing confiontational, and members of staff were very vocal and strong willed. I also 
lacked confidence. This was a particular weakness of mine, which 1 was quite aware of 
before I started training. However, 1 was able to overcome this and raise this with the staff 
and their team manager. 1 think observing my various supervisors throughout training has 
helped me with this. 1 have also asked for feedback from supervisors when they have 
observed me in this type of situation and 1 have received positive feedback about how 1 am 
able to show empathy and care whilst also sharing formulation. This has increased my 
confidence a lot. In this situation, the staff were responsive and the well being of the client 
subsequently increased and the challenging behaviour reduced substantially. Having the 
courage to face difficult situations is quite a basic requirement for a clinical psychologist, and 
I am pleased that I was able to address this basic learning need in my training.
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Another time I feel that I showed some courage is when I had a difficult relationship 
with one of my supervisors. I felt scared every time I had to go for supervision and the 
dynamic between us was very difficult. It took me a while to build up the courage, but 
eventually I was able to talk to the supervisor and be honest about how I was feeling. I was 
clear that I felt it was the relationship between us that was difficult and that I did not think 
she was to blame. I think that we both managed our anxieties in different ways, which in turn 
increased each other’s anxieties. Previously, I would have avoided conflict and left the 
situation how it was. However, I wanted to practice dealing with conflict in a relatively safe 
environment. The supervisor responded to me by describing how they felt that our 
supervisory relationship was difficult, but they had not been sure how to address it. It took a 
while, but our relationship became more positive and productive. I think I learnt two key 
points from this situation. The first is that I need to have courage to speak out if I want 
anything to change, and that I can do this in a tactful and non-attacking way. This seems 
rather obvious but at the time I was concerned I was only going to make things worse by 
speaking out. The second point is the way in which to respond if I ever receive difficult 
feedback from a supervisee when I am a supervisor in the future. The supervisor responded in 
a very open and responsive manner and we were able to talk about each of our difficulties in 
a very honest way. I feel that the supervisor has been a very good role model for me in how 
to receive difficult feedback.
In terms of my future development, there are a lot of changes in the NHS. I am aware 
that this will probably always be the case, but that I may not agree with a lot of them at 
various points in time. Although I have only shown small steps of courage, I am hoping that 
these steps will be the foundation for me to build upon and give me the courage to speak out 
both for my clients and myself when there are difficulties in the future. I intend to continue 
developing my confidence expressing my principles and morals in other challenging
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situations. We spent time talking about this in our Personal Professional Development group 
recently, and it made me realise that I have the courage to speak out with individual clients,
but now I need to think about how I can actually impact on a wider scale and have the 
courage to air my views in a wider arena. This is something that I currently feel intimidated 
by, but would like to develop further. I think it is particularly pertinent when considering the 
importance of whistle blowing and the need for all of us to speak up if we see something we 
believe is wrong.
Commitment
The Department of Health (2012) describe how we need to show commitment 
towards improving patient care as well as patient experience. I am committed to giving the 
people 1 see the best care 1 can. I think that part of committing to improving patient care as a 
clinical psychologist involves the use of the research skills we have to develop and improve
interventions to help improve the quality of care clients receive. 1 did not see the value of 
outcome measures when 1 started training as 1 had been working in lAPT and did not agree 
with the way they were used by the service 1 was working in -  it felt like the outcome 
measure were the only thing that mattered. However, now 1 can see that it is important to 
evaluate our interventions and that one of the roles of a clinical psychologist is to ensure that 
these measures are used in a useful and effective way for the client.
Reflections on Writing
Although I have found it interesting to think about my development using the 6C’s, it 
has also made me feel a little sad that it was felt necessary to develop the 6C’s. The majority 
of staff I have worked with in the NHS throughout training care deeply about the clients they 
work with. It seems to me that the culture of the NHS at the moment is a challenging one to
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be in and the systems surrounding our work can be difficult to manage. Part of me feels that 
the 6C’s are a way of blaming frontline staff for the problems that occur within the NHS 
rather than acknowledging the systemic issues that are impacting on our work. I think 
writing this has made me think about how I need the courage, commitment and the 
confidence to communicate my feelings to challenge those who do have the power to make 
change on a larger scale. This is something 1 need to work on.
Conclusion
Writing this reflective account has made me realise just how much progress 1 have 
made over the past 3 years. I feel that I have grown both personally and professionally. 1 am 
much more confident in my own abilities, and although this confidence wavers, it wavers 
much less than it used to. 1 think that a lot of this is because 1 am much more comfortable not 
knowing, this no longer affects my confidence.
This reflective account has also made me think a lot more about the future, and how 
much more 1 have got to learn. 1 would like to make an impact on a larger scale, and feel 
confident in doing so. I love working with individual clients, but I feel that this can neglect 
the systems that we all live in. It is for this reason 1 would like to pursue learning about 
community psychology, and how clinical psychology can play a role in this. 1 would like to 
get involved more at policy level, and really get to grips with becoming a leader. At the same 
time, 1 would like to carry on developing my therapy skills, and learning more about different 
models.
Clinical psychology is a challenging career to be in. Throughout training 1 have 
experienced highs and lows. I have enjoyed the challenge, and feel ready to face the
challenges that will occur as a newly qualified clinical psychologist.
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Clinical Experience Record
Community Mental Health Team (Adults) -  12 months
I worked as part of a multi-disciplinary team in a CMHT and within the Assertive 
Outreach Team. The clients I worked with had a range of presentations and diagnoses 
including schizophrenia, Obsessive Compulsive Disorder, low mood, risk to self. Attention 
Deficit Hyperactivity Disorder with low mood, anxiety, social anxiety and anorexia. I used 
predominantly Cognitive Behavioural Techniques (CBT) as well as narrative and systemic 
ideas. I conducted two WAIS III assessments to look at areas of strengths and difficulties with 
clients. I spent time training students from other disciplines about the role of psychology 
within a team and maintaining boundaries.
As part of this placement, I evaluated a Depressions and Mood Swings course for my 
Service Related Research Project.
Older Person’s Mental Health Community Team -  6 months
I worked as part of a multi-disciplinary team for older adults in a range of settings and 
teams including an inpatient service for mental health, an inpatient dementia assessment 
service, a community team for mental health and differential diagnoses for dementia and a 
day hospital. As part of this placement, I carried out three cognitive assessments to assess for 
differential diagnoses with dementia. I used a range of psychometric tools including the 
WTAR, WAIS IV, D-KEFS, Graded Naming, Doors and People, BADS, Beck Depression 
Inventory and the WTAR. I worked therapeutically with clients with a range of presentations 
including high risk of harm to self (attempted suicide), low mood, anxiety and difficulties 
with managing the impact of tinnitus. I used various models including CBT, psychodynamic 
and systemic theory. I co-facilitated a cognitive stimulation group for people with dementia. I 
presented to Primary Care Mental Health Workers about dementia.
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Child and Adolescent Mental Health Team -  6 months
I worked with children and adolescents who presented with a range of diagnoses 
including eating difficulties, low mood, anxiety, thoughts of harm to self, phobia, panic 
attacks, social anxiety due to physical health difficulties. Obsessive Compulsive Disorder and 
a person who had made a suicide attempt. I carried out 2 WISC assessments assess whether 2 
people had a learning disability and what their strengths were. I worked collaboratively with 
family members, schools, my supervisors and other members of the team including the 
systemic therapist and mental health practitioner. As part of this placement 1 used a range of 
models including CBT, solution focused therapy and narrative therapy. 1 delivered a 
presentation on solution focused therapy.
Community Team for People with Learning Disabilities -  6 months
1 worked as part of an integrated team consisting of health and social services staff 
managed by the County Council. 1 worked with several people who had been referred to the 
service by the staff that worked with them as a result of challenging behaviour. This involved 
working with the client, staff teams and families to formulate the problem in order to improve 
the quality of life of the client. 1 also worked individually with clients with a range of 
problems including difflculties regulating emotion, harm to self, low mood and Obsessive 
Compulsive Disorder. 1 offered training to staff in the integrated team on how to assess 
flnancial capacity. 1 also conducted two psychometric assessments to gain more information 
about the client’s difficulties.
High Secure Hospital -  6 months
For my specialist placement, 1 worked in the mental illness directorate of a high secure
hospital. 1 worked with clients who had a history of risk to themselves and others. As part of 
my role, 1 carried out two admissions assessments to consider whether the clients were
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appropriately placed in a high secure service. I also worked individually with three clients 
working on various issues such as violence, substance use, low mood, hearing voices, anxiety, 
self-soothing and harm to self. 1 worked with my supervisor in the role of ward psychologist 
on a High Dependency Ward and wrote CPA reports, attended CPAs and Community Team
Meetings on a weekly basis. 1 co-facilitated the ward based recovery group and ward based 
psychotherapy group. 1 learnt a lot about how to work with people who find it hard to engage 
with psychology and who disagree with being sectioned. 1 developed my risk assessment 
skills as well as me de-escalation skills. 1 was trained to use the HCR-20 version 3 and 
subsequently was involved in training other members of staff to use this tool. 1 attended the 
Sexual Behaviour Service. 1 delivered a presentation to student and assistant psychologists on 
formulation.
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Year I Assessments
Academic Assessments
Programme Component Title of Assignment
Fundamentals of Theory 
and Practice in Clinical 
Psychology (FTPCP)
Short report of W A lSm  data and practice 
administration
Research -SRRP An evaluation of the clinical effectiveness of a
Depression and Mood Swings course
FTPCP -  practice case 
report
A systematic CBT based assessment for a female in her 
mid-forties with a history of physical and sexual abuse
Problem Based Learning 
-  Reflective Account
Reflective account
Research -  Literature
Review
Systematic literature review: The potential for 
workplace mindfulness interventions to improve job 
performance: A systematic review of outcomes of work- 
based mindfulness interventions
Adult -  case report A systematic CBT based assessment and intervention 
for a male in his forties with a history of emotional 
abuse and a diagnosis of ADHD
Adult -  case report A systematic CBT based assessment and intervention 
for a female in her forties with a history of loss and 
recurrent depression
Research -  Qualitative 
Research Project
The discourses relating to media representations of US 
Marines
Research -  Major 
Research Project
Proposal
Proposal 1: Mindfulness in the workplace: A case series 
considering the relationship between mindfulness, 
stress, job performance and job satisfaction throughout a
mindfulness intervention
Proposal 2: Mindfulness in the workplace: A study 
considering the relationships between mindfulness, self­
acceptance, stress and work engagement
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Year II Assessments
Programme Component Title of Assessment
Research Research Methods and Statistics test
Professional Issues 
Essay
How do we understand the context of mental health, 
mental illness and mental well-being when people are 
experiencing material poverty? What psychological 
frameworks do we have to offer to support such people?
Problem Based 
Learning -  Reflective 
Account
Reflections on Problem Based Learning
Older People Case
Report
A neuropsychological case report of a 77-year-old male 
querying dementia
Personal and 
Professional Learning 
Discussion Groups -  
Process Account
PPLDG Process Account
Child and Family Oral 
Presentation of Clinical 
Activity
Oral Presentation -  Using Solution Focused Therapy with 
a 16 year old boy
Year III Assessments
Programme Component Title of Assessment
Research -  MRP
Portfolio
Mindfulness and Work Engagement: The Role of Self- 
Acceptance and Stress
Personal and 
Professional Learning -
Final Reflective 
Account
On becoming a clinical psychologist: A retrospective, 
developmental, reflective account of the experience of 
training
My development as a clinical psychologist -  the past,
present and future
People with Learning 
Disabilities Case Report
An extended assessment with a woman in her fifties with 
a learning disability referred for challenging behaviour
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